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DECLARATION by APPLICANT: MW 0 s v

1)1 hereby confirm that all detalls in this Form are True fo the bas! of my knowledge. Any tatss statement will rendes my Appiication & ongning assistance; if any,
liabte for rejection/sancaliation,

2) | sglemnly confirm that assistence, i received from Koshiks Foundation, will be used only for the “purposa”. as siated in this Form, for which such assistance
was requested by me,

3) | hereby confirm that | have not & will not in fulure, avail of reimbursement, in gan or infull, friom any other sourcelsmployerinsurance comparty, of the smount
far which this assislancs s requestad
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AGREEMENT by APPLICANT (ame® gr i)

1) By affixing my signatore or thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and Ii's Trustées o

usalpublishiput-uplrepreduce my name, address, pholo & detgils of the “purpose”, for which such assistance Is requestedigranted, through any

medium, inciiding but not limited 1o verbal, print, elecironic, for scliciling donations for Kashiks Foundation andfor disseminating information about if's

aciviiesiachisvements. Such use of my photo & details can be made by Koshika Foundation before or affer my freatment or fulfiimant of the “purpose®
feir wehich assistance = being reguesiad '

21| (Applicant) further agres that any such use of my pame, address, photo & detalls of the "purpose”, lor which such assistance Is requested/grantad,
will not automatically entitle me for receiving or contlnuing the sakd assistanoe. The decision for granting and'or continuing the assistance will rest salaly
wilh the Trustées of Kashika Foundation, and thejr decision is this regard will b linal and scoaplabite lo.me
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AGREEMENT by HOSPITAL (¥ 570 &)
By affixing herounder, sianature of our Authorised Signatory for recommending this case/palient for financlal assistance from Koshika Foundation, wa
(Hospital) héreby affirm & accepl following: )
1) that we naither ane prasently nor will in future avall of financial sssistance from anather NGO or any other source, for the same patisnt/tase, a3 we are
fequesting to get lrom Koshika Foundation, to the exton! that such sssistance s granted by Koshika Foundation. If the requested assistance 1s nol granted
by Koshika Foundation; in part of In full, then the Hospital reserves IU's righl to make up the shartfall from another NGO or any othar source, This
canfirmation essentially siatés thal the Hospitad will not avall any duplicate assistance for the same paisnt/case from any olher NGO or any olher source.
2) The assistance from Koshika Foundation ts only financlal In natire, The cholca of the trestmentiprocodure advisediconductisd by the Hospitsl on the
patiert, is based on the arrangement betwesn the patient & the Hospital, and i in no way influenced by Koshlka Foundation. Hence, tha Hospital will

assume sole & complete responsibility of the trestment & it's outcoma & safely of the palient, and Koshika Foundation will have no role or responsibility
im tha maliar
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