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DECLARATION by APPLICANT. S gr sy ws;

1) | hereby confirm that all delais in fis Form are True fo the best ol my knowiedge. Any faise statemenl will render my Application & ongaing assistance, Il any,
liable for rajeciion/cancetiation,

2)' | slemnly confirm thal sssistancs, W recalved from Koshika Foundation, will be used pnly for the “purpose”, as stated In this Form, for which such sesistance

was reguesied by me _

301 herehy confirm that | have nod & will ot in futdre, sl of reimbursament, in pan o in full, from any other sourcalemployeninsurance company, of the smount

for which thig assisfance s requaisied.
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AGREEMENT by APPLICANT [siples g )

1) By aflixing my slgneture or thumb imprassion on this Form, | {Applicant) hereby agree & suthorise Koshika Foundafion and I1's Trusices lo
Lsaipublishiput-up/reproduce my name. address, photo & detailts ol 1he “purpose”. for which such assislance is reguestedigranied, through any
madiym, including bt not limited o verbal, print, etectronic, for soliciting donations for Keshika Foundation andfor disseminating informalion about its
activitlesfachisyaments. Such use of my photo & details can be made by Koshika Foundation before or-after my trestment or fulfliment of the “purpose’
for which asslslance s baing requested.

2} | (Applicant) further agres Ihat any such use of my nama, address, photo & ditalls of the "purpose”, for which such asaistance I£ requesied/grantad,
will nat aulematically entitle me for receiving or continuing the sald assistance. The dacision for granting and/or contiruing the assistance will rest solaly
with tha Trustaes of Kashika Foundatlon, and their decislon |s this regerd will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ewmms g %10)

By alfining hereunder, s:gnatine of our Autherised Signatory for recomemending this case/patiant for financial assistance from Koshika Foundalion, we
(Hospital) kereby affirm & accept following:

1) that we neitfier-ara presantly nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requésting 1o gt from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. if the requested assistance @ nol granted
ny Koshika Foundation, in part or i full, then the Hospital resetves i's-night to make up the.shartfall from apother NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patlenticass from any other NGO or any other source
2} The-assistance from Kashika-Foundalion is only fingncial in nature. The-choice of he treatment/procedure advised/conducted by the Haspilat on the
patlant, is based on the demngament batween the patient & the Hospital, and is in no way Influenced by Koshika Foundalion, Hence, the Hospital wil
assume soe & complsta responsibility of the treatment & it's outcoms & ssfety of the patient, and Keshika Fourdation will have no role or respormsibility
in the mattar
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