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DECLARATION by APPLICANT: 3THT% T Whmom m;

111 heraby confimn that all delails in this Form ere True to the best of my knowledge. Any lalse statement will rendar my Application & orgaing agsistance, if any,
liable lar rejection/cancallaton.

21| soglemnly confiem that assiztance, if recenvad from Kashika Foundation, will ba used only for the *purpose’, as stated In this Form, for which such atslsiance

was requesied by me,

1) | hereby confiem that | have ot & will notin fulure, svail of reimbursamant, in gart o in full, fram any other sourcelemplayerfinsurance company, of the amounl

for which this psslslance i requesled,
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AGREEMENT by APPLICANT { 3o B )

1) By aMixing my signature or thumb Impression on thia Fomn, | {Applicant} hereby agres & authorse Koshika Foundatlen and it's Trustees lo
useipublishiput-upfreproduca my name, address, photo & details of the "purposa”, for which such asslstance Ie requestedigranied, thraugh any
medium, including but ned limited to verbal, prinl, stactronic, lor soliciting denatiens for Koshike Foundation andfor disserminaling Infermalion about if's
activilestachlsvernants. Such use of my pholo & details can ba made by Koshika Foundation before or afier my Ireatment of lulfilment of the “purpase’
for which assistance is being requested.

2] | {Applicant) lurther sgres that any such use of my name, address, phote & detalls of the “purpose”, for which such assislance is requastedigranted,
will nol aulomatically enlltia ma for receiving of coninuing the said asaistance. The decision for grenting amdier continuing the asslstance will rest sclely
with the Trustees of Koshika Foundation, snd their declsion is this regard will be final and accaptabls o me.
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AGREEMENT by HOSPITAL (Y7 3m =)

By affining hereunder, signatune of our Authordsed Signalory for moommending tis resepalient for financial essistance from Koshika Foundation, we
{Haspitat) harehy afirm & scoapl lollowing:

1) thal we neither are presently nor will in future avail of financlal sssistance trom analher NGO or any oher source, for the same patienticase, as we Bre
requesting to gat from Koshika Foundation, io the extant that such assistance |s grantes by Kashika Foungation. || the requested assistance is not grantad
by Kashia Foundation, in par of in fUll, then the Hospital resarves #'s right 1o make up the sharttall from another NGO or any other sgurce. This
confirmation essentially stalas (hat the Hospllal will not avaf sny duplicate assislance Ior the same patienticase from any olher NGO or any other stuice
2) The assistance from Koshika Foundation is only financial in nature. The choice of the trealmant/procedure adyised/canducted by the Hospital on 1he
patient, is based on the arrangement betwaan the palient & the Hospital, and i n rea way influenced by Keoshika Foundation. Hente, the Hospital will
assume sole & complete respansibility of the treatmaent & i's outcome & safety of the patient, and Koshika Foundation will have no rote o responsibility
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