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DECLARATION by APPLICANT, séw i s wa:

1) | hereby confirm that all details in this Form are True to the best of my knewledde. Any false statement will rendes my Application & ahgoing assistance, if any,
linbie for rejectionfcanceliation.

2) | solemnly confirm that asslstance, i received from Kashika Foundation, will be used only for the"purposes”, a5 stated in this Farm, for which such assistance
was raquestad by me.

3] | hareby confiem ihat | have nol & will notin fulure, aval of reimbursamant, in part or in full, from any otherspurcelempioyerinsurance company, of the amount
for which his assisianoe is reguested,
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AGREEMENT by APPLICANT (swies 50 %07)

11 By affixing my signature or thumi impressian on this Form, | (Applicant) hershy sgree & suifonse Koeehiks Foundation and it's Trustees 1o

usafpublish/pul-upreproduce my name, address, phola & detslls of the “purpose”, far which such assistance is reguestedigranted, through any

medium, including but net limited 1o verbal, prinl, elecironic, for saliching donations for Koshika Foundation andior diegeminating Infarmatien abaut It's

activitles'achievemants. Suech use of my photo & details can be made by Koshika Foundation baloro or afler my treatment or lulfilment of the “purpose”
for which assistance s being reguested,

2 | |Applicant} further agrae that any such use of my name, addross, photo & detalls of the "purpose”, for which such assistance |s requesladigranted,
will not automatically anlitle ma for recelving of conlinuing he said assistance. The declsfon for granting andior confinuing the azsistanca will resl Solaly
with the Trustees of Keshika Foundation, and thelr declsion iz this regard will b final and acceptable in me.
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AGREEMENT by HOSPITAL (¥&rm W F9m)

By affixing hereunder, signatura of our Authorised Signatary for reeommanding thiz casaipatient far finanolal asststance from Kaeshika Foundation, we
(Hoespital) heraby affirm & socepl follawing:

1) that wa neither ara pracantly nor will In future svall of financial esaistance from enofher NGO or any other Source, for the same pationlicose, as we are
recuasing 1o gel fram Koshika Foundation, 1o the exdant that such assistance | granted by Koshike Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in Tull, than the Hospital reserves s right to make up the shortall from ancther NGO or sny other source, This
confirmation essantially siafes that the Hospital will not avall any duplicate assistance for the same patientcass from any other NGO or any other source,
Z) The agsistance from Koshika Foundation 18 enly financial in nature. Tha chelea of the Fealmentiprocadurs sdvisad/corducied by the Hospilal on the
palient, is based on the smangement between ihe patiant & tha Hespital, and |2 in no way nfluenced by Koshika Foundation. Hancs, the Hospital wil
agsumme sole & complete responsinlity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will hieve no role or responsibsiy
In (it matier.
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