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DECLARATION by APFLICANT: THSS BRT THET W4:

1} | heveby contirm thal all details in this Form are Trus to the best ol my kngwledge. Any fakse statement wil render my Application 4 engolng assistance. if any,
liable for rejectipnianse|lation.

2} | solemly confirm thal assistance, if recaivad from Keghlka Foundation, will ba usad only for Ihe “purptse”, as staled In this Form, for which such assistanca

wan requesied by me.

311 heraby confirm tat | hawe nol & wilt natn dulure avail of rembursement, in pa o in ful, from any cther sourcaamployerinslrance compary, ¢f the ameunt

fer which thig assistance I8 requesied
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AGREEMENT by APPLICANT {switw I %10

1} By affixing my signetura er thumb impression on this Farm, | [Agplicant) hereby agree & sulhorise Kashika Foundatlon znd it's Truslass o
usefpublishiput-upireproduce my name, address, phole & details of lhe “purpase”, for which suCh assistance Iz requesledigranted, through any
medium, Including bul nol timited 1o varbal, prnt, slecironic, for soficiling damations for Koshika Foundation andfor disserminating informatien about it's
achivitla/achisvemants. Such usa of my phala & delails ¢an be made by Kashika Foundation beforg oF after my tregiment or futfilment of Ihe *purpose’
for whech assistance is belng reguested

711 (Acplicant) luriner agres it any sush use of iy name, addrass, photo & delalls of the “purpose’. for which such assistance is requestedigranted,
will not automaticaly antds ma lor recening of conlinuing the said assistanca. Tha decision for granting andior continulng the assistence will resl sokely
it the Trustess of Koahlka Foosdatian, #nd thair decision is this regard will be final and acceplable lo ma.
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AGREEMENT by HOSPITAL (¥R EW i)

By atfixing hereunder, signalure ¢f aur Aulhorised Signalary for recommending this ¢ase/patient Jor financial agsistance from Koshika Faundaloen, we
(Hespital] heraby afflirm & accepl (oliowlng

1] that we nalther are presently nor will in future dvail of fnancial Bssistanca trom another NGO or any other saurce, for the same palienbicase. as we dre
reaueshing to gat from Koshika Faundation, Lo Lhe axlent thal such assislance Is granied by Keshika Foundation. If the requested assistance is not granted
by Kashia Foundation, in parl or In full, then the Huospilal reserves it's right to make up the shortfall from another HGS or any gther source. This
confirmation esgentially gtates that the Mespilal will not avall any duplicate assistance lor the same patlenticase from any other MGO or any olher sounce
71 The assistance from Koshika Foundation 15 anly financigl ™ hature, The chage of the treatmentprocedure advisodfconducted by the Hoapilal on the
palient, is based on the arrangement batween the patiant & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tha Hespital will
gssume sule A complete respoansibilily of the treaiment & if's sulcome & sefety of iha palient, and Koshika Foundalion will have no role gr responsiiily
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