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DECLARATION by APPLICANT: Smisw i =T 73:

13 ' herely confirm that alt details in (ks Form are True to the best of my knowledge. Any false statament will render my Application & ongoing assistance, f-any,
lizbila for rejecton/cancaltation.

2} | sobemnly confirm that assistancs, if received from Koshike Foundation, will be used only far the “purpase”, as stated In this Form, for which such assistance
was raguestad by ma.

1 hereby confirm that | havs nal & will nat in future, avall of raimbursement, [0 psrt or in full, from any elher sourcefemployerinsurance company, of the amaunt
for wiich this assisiance s reguestad,
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1) By affising my sigralure or thumb impression on ks Form, | (Applicant) keraby Sgres & sulhoriss Kashika Foundatinn and it's Trustees to

usapublishipul-up/reproduce my name, addrass, phots & details of the “purpose”, for which such aesistance s requested/granted, through any

medium, Including bul not fimited 1o verbal, print, electronic, for soliching donations for Kashiks Foundstion andfor dlsseminating information about it's

acliviiesfachizvements. Such use ol my phols & deiaits cen be made by Koshike Foundalion before or after my troaiment or fulfiiment of the “purposa®
for which assisiance is being requested,

2] 1 (Appilcant) further agres that sny such use of my name, address, pholo & detalls of the *purposs”, for which such ssistance is requestedigranted,
will not automalically entifia me lor receiving or eantinulng the ssid assistanca. The dealslon for granting andlor eantinuing the assistance will rest solsly
with the Trustees of Koahlza Foundation, and thelr decision s Uis regard will be final and scceptable to ma
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AGREEMENT by HOSPITAL (v 70 &)

By affixing hereunder, signaiure ol our Authorsed Stgnatory for reeommanding this case/patlent for finencial assistance from Koshika Foundelion, we
(Hospial) horaby effrm & accep! following:

1) that wa nelther are presantly nor will In future avall of financial assistance from another NGO o any oiher soures, Tor the same patiznt/case; 3s we are
raquesting to gat fram Kashika Foundation, to the sident that such assistance is granted by Koshiks Foundaftion. If the requested assisianca ia not granied
by Koshika Foundation, |n part or in full, then the Heospital reserves it's right o meke up the sharifell frem apother NGO or any other source, This
confirmalion essentislly statés that the Hospital will not avall any dugplicate assistance for the ssma pelisn/cazs from any othar NGO or any ather source.
2} The assistancs from Koshika Foundation is only fingncial in natura, The cholcs of the trealment/procedure advisedieonducted by the Hospital on the
pslient, s based on the arrangement betwesn the patient & the Fospist, and i& in no way infuenced by Koehika Foundation, Hencae, the Houpital will
assumea sola & complels respongibilly of the treatmeant & H's outcome & safaty of tha patant, and Koshika Foundation will kave no role or responssbiity
in {fie malter.
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