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DECLARATION by APPLICANT, stizs gl w|hrm 93:

1) | heveby confirm that alf details in this Form are True to the best of my knowledge. Any false statement will randar my Application & ongoing assistance. if vy,
mbie for rejecionicancetstion

24 | solamnly canfirm that assistance, If recelved from Kashika Foundstion, wil be used only for the "purpose”, as giatad in this Fam, for which such assislanca

Was requested by ma.

43 | hereby canfirm that | ave nol & will net i future, avail of reimblrsemen, 0 pant o in Al from any othes sourcaismplayerfinsurance company, of the amount)

fior which this assstance in reguestad
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AGREEMENT by APPLICANT | smims g %17)

1) By sfixing my signature bt thumb imprassion on ks Form, | (Appicant) heraDy agres & authorisa Koshlka Foundation and Il's Trustees 1o

usel publishiput-uplreproduce my name, address, photo & detalls of the “purpose’. for which such assistance is requasiedigranted, thriough any
medium, including bt rol imited to verbal, print, alectranic, for soliciing donations for Koshika Foundation andfor disseminating information aboul i's
activities/schisvamenta. Such uze of my photo & detaiis can he made by Koshika Foundafion before or alier my treatment or fulliment af the “pumose’
for which assistance is be:ing requasied

211 {Applicant) furiher agres that ary such use of my name, addrags, photo & details of the "purpose”, for which such assistance is requestedigrantad,
will not automstically entitle me for iecaiving of continuing the said assistance. The decision for granting andfor continuing the assistance will res!:salely
with the Trustees of Koshka Foundation, and their decision |s this regard will be final and acceplable 1o me
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AGREEMENT by HOSPITAL (#wem 3 F01)

By affining horsundar, sigrature of put Authorised Signalory for recommending this case/patient for fmanoal assistance from Koshika Foundalion, we
{Hospatal) herehy affim & accep! following:

1) that we naither are prasantly nor will In fiure avall of financial assistance from another NGO o any other source, for the same patishl/case, s we are
requestifg to get from Koshiks Foundstion, (o the edten| that such assistance is granted by Koshika Foundation, f the requested assisiance is not granted
by Koshika Foundetion, In part or in full, then the Hospital reserves it's right to make up the shortfall from anathes NGO or any sther source. This
confirmation essentizily states that the Hespital will nol avail any duplicate assistance for Ihe same patient/case from any other NGO or any gther source,
2) The assistance fram Hoshika Foundabion is only financial in nature. The cholce of the ireatmantprocedure advised/conducted by the Hospital on the
patisnl, is based on the srangemant between the patient & the Haspital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsbility of the irestiment & its cutcoma & saisty of the patient, and Koshiks Foundation will have ne role or responsibilily

in the matter
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