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DECLARATION by APPLICANT: SR B W =;

1} | hereby confirm that all detalls in this Form are True to the besl of my knowledge. Any laise statement will render my Apglication & ongaing assislance, If any,
liabée for rajechion/canceliation,

2} | solemnly confirm fhat assistance, i recebved fram Kashika Foundation, will be used ondy for the "plarpose”, as stalid in this Form, for which such assistance

wiag requesied by me.

3) | hereby confirm fhal | have not & will not in future, vail of mimbursement, in part or in hll, rom any other sourcefemployerfinsumnce company, of ihe Emount
for which this assistance is requested.
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AGREEMENT by APPLICANT { s7%% 7 %1F)

1) By affixing my signalure ar thumb impression on this Form, | {Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustess lo
usalpublishipul-uplreproduce my name, address, photo & detalls of 1he "purpose”, for which such assistance |s requesied/granied, through any

medium, Including bul not limited 1o verbal, print, elecironiz, for seliciting donations for Koshika Foundation andlor disseminating informalion about il's

activiliestachiovements. Such use of my photo & detalls can be made by Koshika Foundation before or afier my treatmant or fulfilment of the ‘purpose”
for which assisiance is being requestad.

2) | (Applicant) further agree thal any such use of my name, address, phalo & detalls of the "purpase”, for which siich assistance is requesied/granted,

will nol automatically antitle me for recaiving or continuing the said assistance. The decistan for granting andfor continuing the assistance will rest sololy
with the Trustees of Kashika Foundation, and their declsion Is this regard will be final and accepiabls o me.
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AGREEMENT by HOSPITAL (W @0 L)
By affixing heveunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Hospital] heraby affirm & accepl Iollowing:
1) that we nelther are presently nor will in future avall of finencisl assistance from ancther NGO or any other source, for the same patienl/case, as we are
requeeting to gel from Koshika Foundation, to fhe extent that such assistance |s granted by Koshika Foundation, If the requesied assistanca is not granted
by Koshika Foundaton, In part or In full, then the Hospital reserves It's right to make up the shorifall from snather NGO or any other source. This
confirmation essantinlly statas thal the Hospital will not avall eny duplicate sssistance for the same patisntcase from any othar NGO or any othar source
2} The assistance from Koshika Foundation is only financial in natura. The cholce of the tresiment/procedure advised/conducted by the Hospital on the
pafient, is based on the amangemant betwean the patient & the Hosptal, and |s in no way Influenced by Keshika Foundation, Henca, the Hospital wil

zssume sole & complete responsibility of the treatment & II's outcome & safety of the patient, and Koshiks Foundation will have no role or rasponsibility
in (e matier
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