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DECLARATION by APPLICANT: SUS5 B Souy 71

) | harebly corfiem that el detalls in fis Foam are Trus o the bast of my knowledge. Any Talse statement will render my Application & ongeing assistance, if any,
lsabie for roctionicancaliation.

2) | solemnly confirm that assistance, if racalvald from Koshles Foundation, will ko used enly for the "purposs”, as stated in this Farm, for which such assisiance
was regizested by ma.

3) | hereby canfirr that | have not & will not In fulure, avall of reimburssmeant, in part e in full, from any cther sourcetemployerlinsurance company, of the-amount
for which this assistance & ragoesied.
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AGREEMENT by APPLICANT (amiws frm =)

1] By afiixing my signaturg or thumb Impression on this Form, | (Applicant) hereby agras & sutharise Kashika Foundation and it's Truslees o

use/publish/putupieproduce my name, address; photo & datalie of the “purpase’, for which such aselstance is requesiedigranted, thraugh any

medium, Including but not iimited 1o verbal, print, electronke, for soliciting donstions for Kashika Foundation andfor disseminating information aout if's

sctiviiesfachievements. Such use ol my pholo & detslis can be made by Kostilka Foundation before or after my treatmant or fulllment of the *purpose”
for which assistance is oeing requested,
2) | (Applicant) furthier agree thal any such use of my name, address, photo & dotalls of the "purpose”, for which such assistanca s requestedigrantad,

will et automalically entitle me for receiving or continuing the said asststance. The deslsion for granting and/or confinilng the assistance wili rest solsly
wilh the Trustess of Koshika Foundstion, and thair dacision s ihis regard will be fingl and acceplabis to ma.
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AGREEMENT by HOSPITAL (werims gar wim)

By affizing hereundsr, signature of our Authorised Signalory for recommending this crse/patled! for finsnclal assistanca from Koshika Foundation, we
(Hasplial) hereby affirm & accept following:

1) that wa nalther ara prasently nor will in future syl of financlal seslslance from another NGO orany ather source, for the same patient/case, as we are
requesting to get from Koshika Foundalion, 4o the exdent that such assistance |sgranted by Koshiks Foundation. I the renuested assistance s not granted
by Kashilia Faundation, In par or n full, then the Haspital reserves I's right lo make up the sharfall from ancthar NGO or eny viher sours. This
confirmation essantially states that the Hospilal will mol svail any duplicate assistance for the same patienticass from ony othor NGO ar eny ather sourca,
2) The-assistance from Keshika Foundation Is anly financis! in nature. The aholoe of the treatmentiprocedurs adyisedicondunied by thiz Hosphal on the
patient, is bzsed on ihe arrmngament baiwean the patient & the Hoopital, and is in no way influsnced by Koshika Foundation. Hence; the Hospitat will

assume sole & compiale responsitility of the treatmenl & Vs sulcoms & safely of tha patianl, and Koeshika Foundation will have no role or raspansthillly
in the meliar ’
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