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1) | hereby confirm that all details In this Form are True lo the best of my knowlsdge. Any lalse statemant will render my Applicalion & ongoing Sssistance. if any,
limbbs Tor rejection/cancellaton

2) | solermily confirm that assistance, i recelved trom Kashika Foundation, will be used only foe tho “puipose”. as stated in this Form, fof which such assistance

Wi requestad by me.

31 | hireby confirm (hal | have dal & will dgtin heure, avail of remburssmant, i part o in full, from amy othier sourcelemplayeninsufance campary, of the amaunt]

for which Inis asssstance s eguested,

1) i s w e @ fod R e S0 Wl & s A b o s fee o e s w §  3 wom free  w w d
2y W g T T iR e, 6 ot o) § s win 36 st w8 e e i, @ wowe o s b
vy # qfe s § o ome i owen 9t ook &, o ofn w slor w owes fren Bl s aRfiemal W § 3 fen € ol g o s

AGREEMENT by APPLICANT ( sowe® Grl %R}

1) By allixing my signatune o thumb imoression on this Form, | (Applicant) hereby agres & aulhonse Koshika Foundation and it's Trustees 10
use/publish/put-up/reproduce my name, sddraes, phote & details of the "purpose”, for which such aselstance is requestedigranted, through any
mediim, including bul nat limiled o verbal, prinl. slectronic, for seliciting denations for Koshika Foundafion and/or disseminating information sboul It's
activilisg/achieyamants. Such use ol my photo & datails can ba made by Koshika Foundation pefare or afier my treatmerd or fulfilmant of the “purpose”
fior which assistanoe is bamg reguasiad
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wilh the Tiustess ol Koshika Foundation, and [heir dacizion |5 this regard will be final and acceptable 15 me
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AGREEMENT by HOSPITAL (7¥mE 3§/ %01)

By sffiing hareunder, sgnatlure of dul Authonsed Skgnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Haspitsl) hersby affirm & scoept following:

1) that we neifher are presently nor will n future avall of financial sssistsnce from another NGO or any other source, for the same patiant/tase, 81 we ara
raquesting to gal fram Koshika Foundation, o the extant that such assistanoe 15 granted by Koshika Foundation. If the raquesled assistance s nof granied
by Kashika Foundation, In part o in full, then the Hospitsl reserves il's fight 1o make up tha shortfall from another NGO or any other source, This
confimation essantially states thal the Hospiial will not avall any dupbcale assistance for the same patienticase from any other NGO or any other source
#1 The assistance from Koshika Faundation is only linaheial In nature. This choles of the treatment/procedurs advisediconductad by the Hogpital on the
patiant, is based on the arangement betwesn the patient & the Hospital, and is in na way influenced by Koshlka Foundation, Henoe, the Hospital wil
nsaume soie & complete responsiblity of the treatment & 1Us outcome & safety of the patient. snd Koshika Foundation will have no role or responsihility
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