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DECLARATION by APPLICANT: smi=s 7o Stom =9;

1) | herety confirm that all details in this Form are True io the best of my knawiedge. Ary false statement will render my Application & ongoing assistance, if any,
ligble for rajection/cancedlaton.

231 solemnly confirm thet sssistence, I receved from Koshika Foundation, will be 2ed anly for the "purpose”, es-stated in this Form, for which such-essistance
was requested by ma.

3} | hareby confirmt that | have not & will not in fulura, avail of rembursement, in par of in full, from any other sourca/employerinslrance company, ol the smount
for which this assistance is requested,
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AGREEMENT by APPLICANT (smaes o =01)

1) By effixing my =ignature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshiks Foundation and it's Trustess to
usa/pubiishiput-upireproduce my name, address, pholo & details of the *purpose”, Tor which such assistance ls requesiedigranied, through any
medium, incliding but nat limited (o varbal, print, slactranie, for sollciing donations for Kashiks Foundatian andiar diseaminating information about It's

activitiesiachievemants: Such use of my photo & detsils can be mads by Koshika Foundation before or sfter my treatment or fulfilmant of the *purpasa”
far which assisiance Is baing requestad.

2} | [Applicant) further agres that any such use of my namsa, addrass, photo & details of (he "purpose”, far which such assislance is requested/granted,

will pol sutomatically entitie me for recaiving or continuing the sald assistance. The decision for granting andior conlinuing the sseistance will raet solely
with tha Trustees of Kashika Foundation, and thalr decislon Is (his regard will be final and acoopiable io me.
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AGREEMENT by HOSPITAL ([wrme g0 S1T)

By affixing haraunder, signatune of our Authodized Signatary for recommanding this case/pationt for financial assistance from Koshika Foundatlon, we
(Hospital) hereby affirm & accept following:

1} that we neithar are presently nor will in fulure avail of fimancizl sssistanca from anothes NGO or any other source, for the some patient/cese, 6 we are
requesiing to get from Koshika Foundation, to the axient thal such assistance |s granted by Koshika Foundation. If the requested assistance is nol grantad
by Koshiks Foundation, In part ar in full, then the Hospital reserves it's right o make up the shonfall fram anather NGO or any other source. This
confirmation essenifally states that the Hosplial will nat avail any duplicals assistance for tha sama petienticase fram any ether NGO or any other saurce,
2) The assigtance from Koshika Foundation ks only financial in nalure. The choico of the reatment/procedure advissd/conducled by the Hospilal on tha
patiant, is based on the arrangement batwaan the patien! & the Hosplial, and Is in no way Influsnced by Kashika Foundation. Hencs, the Hospital will

assume sola & compiele msponsibilly of the treatment & iU oulceme & 2afety of the patient, end Keshike Foundatian will heve no role or responslblity
ir the mattar
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