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DECLARATION by APPLICANT, smiEs g s wi:

1) | hareby confirm that all details In this Form are True to the best of my knowledge. Any faise stalomant wili rendar my Application & ongoing assistance. If any,
lizbia for rajectior/cancallation.

2) | selemnly confirm that assistance, if received frem Koshika Foundation, will be used only for the *purpose’, a5 shated In this Fom, for which such assisiance
was fequestad by ma.

3) | heraby canfirm (hat | have nol & will nabin filure, avall of reimbursemant, in part or In full, from any olber sourcalemploysrfinsurance company, of the amount
for which this assslance i requesiod,
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1) By affising my signafura or (humb impressian on this Foem, | (Applicant) Gereby sgree & aolhorisa Koshiks Foundation and it's Trusiees to
usepubiishipul-upfraprodioe my name, address, phota & details of the "purpase”, for which such assistance is requestadigranied, through any
medium, Inchuding bul not limited to verbal, prinl, sleciranie, lor saliciing donations for Keshika Foundatien andior diesaminating Infarmation sbout It's
aotivities/achiovemenis. Such uae of my photo & details can bo made by Kashika Foundation belorg or @fler my treetmanl or fullment of the “purpose”
for which assisisnce 1s balng requesled.

2) | (Applicant) further agree st any such use of my nama, address, photo & detalls of the "purpose™, for which such asststance |5 requestedigranted,
will mot autematcally entitle me for regaiving or continiing ihe said asgisiance. Tho decisian for granting andior continuing the assistance will rest salsly
with the Trustees of Koshika Foundation, and their declsion |s this regard will be final and accaptable o me
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AGREEMENT by HOSPITAL (T3 B W)

By sffixing hareundsr, signature of aur Authorised Sighatory for recommiending this caseipatiant for lasncial essistance from Koshika Foundation, wa
(Haspltal) herby affiem & accap! followdng:

1) that we neither are presently nor will in future avail of inanclal gssistance from apother NGO or any olhar sourca, for the same patienl/case, 85 we are
requesting to got from Koshlka Feundation, (o the axtent that such assistance Is grantad by Koshika Foundatian, If the requested aselstance ie nat gramed
by Koshiks Foundation, in part or in full, 1kan he Hospitel reserves iUs right o make wp Ihe shortfall from another NGO or any olher source. This
confirmaiion essentlally =iates that the Hospitsl will not svall any duplicate assistance for ihe same patisnt/cass lrom any other NGO or any other source,
2] The assistance from Kashika Foundatian s only financial in naturs, The chotca of the reatmantiprecedure advisedicondictad by tha Hospilal on tha
pafient, iz based on the srangement betwesn lhe patent & the Hospital, and (s in no way Influenced by Koshika Foundation, Henca, tha Hospilal will
BSsUME s0ig & complets responsibility of the freatment & it's cutcome & safely of the petient, and Koshika Foundation will kave no role or responsibility
in the maiier.
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