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DECLARATION by APPLICANT: SHew & s wi:

1)1 haredy confirm that 2!l detaitu In Ihis Form are Trug 1o the best of my knowledge. Any talse statermont wil randar my Application & ongoing assistanca, i
lgibber frir rajeciionsancedlation,

2} | solemnly confirm that assistance, if miceliid from Koahikn Faundation, wil be ised only for the “purpose”, as stated in this Form. for which such assistance

Was requastied by ma, '

3) | heereshy confirm thit | have not & will not I fiturs, wuhdtﬂﬁhwmmmﬂwinmu. from any other scurcelsmployarinsurance company, of the amdint
for which this sesistance s reguestad
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AGHEEMENT by APPLICANT (5138 17 wi0)

1) By affixing my signature or thumb impression o ihls Farm, | (Appicant) herety sgroe & authorisn Koshika Foundation and i's Trustess 1o
use/publish/put-upireproduce my name, address, photo & detalls of the “purposa’, for which such sesistance is requested/granted, through any
meerdlitemn, Inchuding bt mot lirited to verbal, print, electronic. for soliciting donations tor Koshike Foundzation and/or disgaminaling Information about if's
activities/achisvements. Such use ol my photo & detalls can be made by Koshika Foundalion belore ar after my treatment o fulfiment of the purposs”
for which assistani is belng requented

2} | {Appilicant) furfer agres that any sush use of ey e, addresy, pholo & detalls of the “purpose”, for which such assistance is regquestedigranted,
will nat sttamatically entitte me for recaiving or epnalinuing the zald assistanci. The'decinlan for granting andior confinuing the assistance will rost solsly
with the Trustess of Kashika Foundalion, and thai decision Is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (i gu w1)

By affixing héraunder, signature of our Authorised Slgnatoty for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Haspital) hereby sffirm & accept fallowing:

1) that we neither are prisently nor will I haure avail of financial assistance from another NGO or any cthet sourge, Tor the same patient/case, o we are.
requesting o gt from Kashika Foundatidn, to e oxtan that such assistince Is granted by Koshila Foundation, If the requasted aesistance is nol grantad
by Keshira Founduation, In part or In full, then the Hospital resorves it's right o malke up the shortfall from atother NGO or any other source. This
confirmation essantially states that the Hospltal will nat avall any duplicate sssistance for the same pationt/case from any other NGO ar ahy other source.
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patiant, fs bissed on the arrangement balwsan the pollent & the Hasital, and ts Ih na way influanced by Koshikn Foundation. Hencs, fha Hospltat will
absume sokn & complate responaibiilly of he restmant & N oUtcomes & sufoly of the patient, dnd Keshike Foundation will have no role ar regponaiblity
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