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DECLARATION by APPLICANT: SHIT® §/0 991 74:

1)1 heseby confirm that all detalis in this Farm are True to the best of my knowledge. Any false statament will render my Application & ongaing assistance, if-any,
liable for reyechicnioancelstion,

2) | sohemnly confirm that assistance, if recelved from Koshiks Foundation, will be used nly for the “purpose”, as stated in this Form, for which such assistance

was requested by mo,

3) | herety canfirm (hal | kave nol & will nol in future, avall of relmbursament, in part or in full, from any other suroe/employerinsurance company, of the amount
for which this assmtance is requested.
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1) By affiing my signature or thumb impression on this Form, | (Applicant) heseby agree & authorise Kashika Foundation and it's Trusiees to

use‘publishipul-up/teproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requestod/granted, through any

medium, inciuding bul not limited to verbal, print, electronic, for soficiting donations for Koshika Foundafion andior disseminating information aboul it's

aclivities/achlevements. Such use of my phalo & details can be made by Koshika Foundalion before or atter my treatrment or fuffimant of the "purpose’
leer which assistarce is belng requested,

2) HApplicant) furtner agres hat any such use of my nama, address, photo & details of the “purpose”, for which such assistance is requesiedigranted,
will nol autcmatically enlifie me for receiving or conlinuing the sald assistance. The decision for granting andior continuing the assistance will rest sokely
with the Trustees of Koshike Foundation. and their decision is this regard will be final and sccepiabie to me.
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AGREEMENT by HOSPITAL (wwam o &)
By allixing hersunder, signature of our Authonsed Signatery for recommending this case/patient for financial assistance from Kashika Foundation, we
(Hospital) heratsy sffirm & accept following
1) that we neither are presently nor will In future avall of financisl assistance from another NGO or any other source, for the same patient/case, as we are
requesling to gel [rom Koshika Foundalion, to the extent that such essistance is granied by Koshika Foundation. If the requested assistance is not granisd
by Koshika Foundation, In part of in full, then the Hospital reserves it's right to make up the shortfall from anathar NGO af any other source. This
confirmation essenlially states thal the Hospitat will not avall any duplicate assistance for fhe same patientcase from any uther NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospila! on the
patient, iz based on the srangement between the palient & the Hospital, and is in ng way influenced by Koshika Foundation, Hence, the Hospital will

assume sale & complete responsibility of the treatment & it's outcome & satety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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