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DECLARATION by APPLICANT. iics T www wi;
1) | hreby confirm thal all dotalls in this Form are True 10 the best of my knowledge. Ay false statoment will render my Application 8 ongoing
Roble for regection/canceliaton. .

2} | solemely confirm that assistance, If recoivod from Koshikn Foundation, will Le used only for the "purposa”, as statod In thés Form, for which such
was requosiad by me.

3) | heeaby confirm that | harve not & will net in future, svid of reimbursement, in paet of in A8, from any other sourcelampioyerfinsurance company, of the
for wiich this assistance is requasied. -
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AGREEMENT by APPLICANT (3w B %30

1) By aflixing mvy signature or thumb impeesaion on this Form, | (Applicant) hereby agree & suthorise Kashika Foundation and It's Trustees 10
use/publah/put-upregroduce my name, address, pholo & detalls of the "purpose”, for which such assistance is requesiodigranted, Trough any
medasm, Including but not imited 10 verbal, print, electronic, for soliciling donalions for Koshika Foundation andior disseminating information about I
aclivities/achievements. Such use of my pholo & detalis can be made by Koshika Foundation belore or after my ireatment or fulliment of the “purpose”
for which assistance is being requested

2) | (Apglicant) furthver agree that any such use of my name, address, photo & detals of the “purpose’, for which such assistance is recoesiedipranted.
will not automatically entilie me for recetving or continuing the said sssistance. The decision for granting andior continuing the assmtance il fest sokedy
with the Trustees of Kashica Foundation, and their decision is this regard will be final and acceptable 10 me.
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AGREEMENT by HOSPITAL (wsmet 50 w3%)

By afxing herounder, signature of our Authorised Signatory for recommonding this case/pationt for financlal assistance from Koshika Foundaticn, we
(Hospital) heteby affirm & accapt following:
1) thal wo nelhar ore presently noc will in Riture avail of financial assistance from another NGO or any cthor source, for the same pationt/caie, a3 we o
1o get from Koshika Foundation, 10 the extent that such assistance is granted by Kaoshika Foundaion. If the requested assistance ia not grantes
by Koshia Foundation, in part o in full, then the Hospital rasarves IN's right %o make up the shortfall from another NGO oc any other source, This
confirmation essentislly states that the Hospital will not avail arry duplicate assistance for the same patient/case from any othor NGO or any ciher sourcs
2) The assistance from Koahika Foundation is only fimancial in nature. The chaice of the treatmentiprocedure advisediconducied by the Hospial on the
patient, s based on the arangement betwean the patient & the Hospital, and is in no wary influenced by Koshika Foundation. Hence, the Hospital wil
nesume sole & complets responaibilty of the treatment & it's outcomne & safety of the patient, and Koshike Foundation will have no rolo or responstility
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