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1) | hereby canfirm that all datalts in this Form are True to the best of my knowledge. Any false statement will rendar my Application & engoing assistance, if any,
lighte for rejeclion/cancellation,

21 | solemnly confirm that sesistance, if received from Kashika Foundation, will be used only for the “purpose’, 28 siated in this Form, for which such assistance

was requested by me,

3 | hereby confirm that | have not & will not in fulure, avail of reimbursement, i partor in full, from any other sourcelamployerfinstrance company, of the amount

for which this assistance ls raguested
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AGREEMENT by APPLICANT (sew g i)

1) By affixing my signature or thumb impression on his Form, | (Applicant} hereby agrea & authonse Koshika Foundation and it's Trusiees 1o
use/publishiput-upireproduce my name, address, photo & detatls of the "purposa’”; for which such asslstance |s requested/granted, through any
medium, including bul not limited to varbal, prinl, alectronls, for selisiting donations for Keshika Foundation andfor disseminating information about it's
activitiesiachievements. Such use of my photo & details can be made by Koshika Foundation before or afler my reaiment or fulfilmant of the: "purposs”
for which asslstance is baing reguested

21 1 (Applicant) further agres that any soch use of my name, address, photo & detsils of the “purposs”, for which such asslstance is requested/granted,
whi not automatically entitle mie for recelving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solefy
with the Trugiess of Koshika Foundation, and their decis:on is thin regerd will be finziand acceptable (o me
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AGREEMENT by HOSPITAL (woqms &0 %)

By affiaing hereunder, signature of our Aulthorised Signatory for recommending (s caseipatiant for financial asssiance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following

1) that we naither are prasantly nior will In fulure avail of finencial sssistarice from anothes NGO or any other source, for the same patientivase, as we are
requesting to gat from Koshika Foundstion, o the sxtent hat such assistancs is granted by Koshika Foundation| if the requested assisiance Is nol granted
by Kashika Foundation, in part o in full, then the Hospital reserves it's right fo make up the shorttal from another NGO ar any othar sourca. This
confirmation essentially states that the Hospital will not avall any duplicals asskslance for tha same patisnt/case from sny other NGO or any other source.
2) The assistance from Koshika Foundation s only financial in nature. The chaolce of the treatmentiprocedure sdvised/conducted by the Hospital on the
patient, is based on the arrangemsnt between the patlant & the Hospital, and |s in no way Influenced by Kashika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, snd Koshile Foundation will have no role or responsibility
in the matter
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