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OECLARATION by APPLICANT: #rwF & S TH: _

1} | hereby confinm thal all details m this Farm are Frue (o the best al my kpwiadge. Any false statement will rendar my Application 4 engoing assistance, it any.
liable for rejectionicancellalion,

2} | salemnty confirm thal assistance, I recaived from Koshika Faundation, wil be used only for the “purpose”. s stated in this Form. for which such agsistanca

was requastad by me

31 1 hereby confiem that | have not & wilk notn future ava | of relmbursament, in part of in full, from any other sourceamplayerfinsurance company, of the amoun:

far which th's assistance is requested
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AGREEMENT by APPLICANT | seims T w1

1) By affixing my skqnature or thurab Impression on thlg Farm, | {Applicant) heraby agree & aulhorigs Kashika Foundation and it's Trushams 1a
uselpublishipul-upireproduce my name, address, phato & details af the "purpose”, for which sueh assislance is requesiedigranted, threugh any

rmed lum, including bul not imiled te verbal, print, eleclonic, for saticiting doratians for Koshika Foundation andior dissemingting infarmation sk it's
activilies/aghisvements. Sush use of my photo & details can ba made by Koshika Foundation before or sfter my treatment or fulfilment of the “purpese”
for which assislance i3 baing requested.

2] 1 Applicant) harkher agree thel any such use of my name, pddross, pholo & delalls of the "purposa”, for which such assislance i requestadigranted,
will notl automatically entitle ma for receiving or conlinuing the &aid assistance. The decigion for granting and/or sontinuing lhe asslsiance will rest soberly
wikth the Trustess of Keshika Foundation, and their dedision |s this regard will ba final end accaplable to ma,
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AGREEMENT by HOSPITAL (¥ gm =)

By alfixing heraunder, signalura of our Authorised Signatory for recommending this casefpatiant for knancial gsststance from Moshika Foundation, we
{Hospital} hereby affirm & accept follewing
1} thal we naither arg prasently nor will in future avail of financia! assisianca from enolher NGO o any gthar source, for the sama pahenticase, as we are
requesting to gal from Kashika Foundation, 1o the exlent thal such assistanca ls granted by Koshika Foundalion. If the requested assistance is nel granted
ty Koshika Foundation, in part or in full, then the Hospital reserdes s right 1o make up the shortfall from ancther RGO or any othet source. This
confitmation essentialy Stales thal the Hospital will nol avail any duplicals assistence for Ihe same patlenticase from any other NG or arty other spurce
2] The assistance Irom Kashika Foundation is only financial in nalure, The cheice af he reatmentprocedure advisedicondustod by the Hospitat on the
patient, is based on the Brengemenl between the patient & lne Hospital, and is In no way influenced by Koshika Foundation Henca, the Hospital wil
assume sole & complete responsibility of tha treatment & Iz outcome & safuty of Ve patignl, and Koshika Faundatian will hava no role or resaons Biliy
in the matler.
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