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DECLARATION by APPLICANT: s0f%w g wiem i

1} | hereby confirm that all details in this Form are True to the besl of my knowledge. Any lalss statemant will render my Application & ongoing assistance, if any,
Eable for rejectionicancaliation.

2) | soleminly condirm thet assistance. it ecened from Kashika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by mo.

3) | heraby confirm that | have nol & will not in future, avail of relmbursement, in par or i full, from any olher source/emplayer/insurance company, of ihe amount
for which this assstance i reguested.
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AGREEMENT by APPLICANT (spes gm =)

1) By aftixing my signalure or thumb impression on this Form. | (Applicant) hereby agree & authorise Koshika Foundation and s Trusises 1o
usa/publish/put-up/reproduce my name, address, phato & detaile of the “purpase”, for which such sssistance s requestod/grantod, through any
medium, including bul nol limited 1o verbal, print, elettranic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activities/achievements, Such use of my photo & details can be made by Koshiks Foundation before or afler my treatment or fulfilment of the “purpose”
lor which assistance s being requesied

2) 1 {Agplicant) further agree thal any such use of my name, addrese, pholo & delails of the “purpose”, far which such assistance Is reguestadigranied,
will rot aulomatically entitle me for recaiving of conlinuing the sald assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trustoes of Koshika Foundation, and their decision is this regard will ba final and accepiable to ma.
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AGREEMENT by HOSPITAL |=wae Tm W)

By &llixing hereunder. signature of our Authonsed Signatory for recommanding this case/patient for financial assistance from Koshika Foundahon, wa
(Hospital) heretry affrm & scoept lollowing:

1) ihat we neither are presently nor will in luture svall of inanclal assistance from another NGO or any other source, for the same palient/case, as we are
requesling io gel [rom Koshika Foundalion, W the extenl thal such assistance is granled by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up the shortall from another NGD or any other saurce. This
confumation esseniially states thal the Hespital will net aveil any duplicate assistance for the same patient/tase from any other NGO of any other source
2) The assistance from Koshika Foundation is only financial in nature. The choics of the Irzatmentiprocedure advisediconducted by the Hospital on the
palient. is based on the arrangement between the patient & the Hospital, and is in ne way Influenced by Koshika Foundation, Hence, the Hospital wil
assumy sule & complete responsibility of the treatment & Vs outcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in the maitor.
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