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DECLARATION by APPLICANT: STHes BT i o
1} | hareby confirm that all detalls in this Form are True to fhe best of my knowiedge. Any false statement will rendar my Application & ongoing assistance, if sy,

Tiable for rejection/cancitistion,
2} solamnty confirm that ossistance, if mcelved from Koahiks Foundstion, will be used only for the “purpose”, as stated in this Form) for which such assistance
ws requested by me. |
3) 1 hereby confirm that | bave-not & will not in future, avel of remburssmant, in part or in full, from &ny other source/emploverfinurance company, of the smount
for which this sssistance is reqlested
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AGREEMENT by APPLICANT [ suies g =)

1) By affwang my sinabera or thumi impression on s Form, | (Appficant) hérety agree & auinorse Koshiks Foundation and it's Trustees to 0
Use/pubhshipul-uplirspatute my neme, atdress, photo & detalls of the "purpose’, for which such assistance is nequestedigranted, through any

medium, including bul ret imited to varbal, pinl, electronie, Tor salicling donations for Knshika Foundation and/or disseminating Information about it's
aclivities/achisvements. Such use of my photo & detalls can ba made by Kashika Founhdation bafore or after my treatmaent or luffiiment of the *purpose”

for which assistance 18 being reguestod.

2} | (Applicant] furiher agree that any such use of my name, address, pholo & details of the “purpase”, for which such assistance is requestedigranted,

will not autamatically antitle me for recoiving o continuing the said assistance. The dacision for granting and/or continuing the assistance will rest solely
with the Trustess of Koshika Foundaticn, and Iheir decision (s this regard will be final and accepiable to me.
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AGREEMENT by HOSPITAL (e g1 %)

By affixing hersundar, signature of our Aulhorsad Sighatory Tor recommianding this cage/patisnt for finandial essistance from Koshika Foundation, we
(Mospital] hereby affirm & accept following:

1] that we nailher are presently nar will in fiturs avall of financial assistance from another NGO or any oiher source, for (he sams patienlicases, as we are
requesling 1o gel from Koshike Foundation, 1o the extent thal such assistance is granted by Koshiva Foundation. If the requested assistanca s nol granted
by Kashika Foundation. i part or In full, then the Hospital reasrves Its right o make up the shorifall from ancither NGO or any other source, Thig
confirmation assenlially slates that (he Haspital will not avall any duplicate assistange for |he same patienticase from sny other NGO or any other source,
2] The assistance from Kashika Foundation s only financial in nature. The cholee of the irsatmenliprocedure advised/conducied by tha Haspital on the
palient, is based on the armangamenl between the patient & the Hospital, and s In no way influenced by Koshika Foundation. Hence, the Hospital wil
assuime sole & complete responsibllity of the trealmen) & I's culcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity
in the matiar,
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