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DECLARATION by APPLICANT: ¥E=% S W I
1] I hereby confirm that all detalls In thls Form are True fo the best of my knowledge. Any false staternent will render my Applicstion & ongoing assistance. if any,
lialbe for rejection/cancediation.

2) I splemnly confirm thet assistance, if recaived from Koshika Foundation, will be used only for the *purpose”, as siated in this Fom, for which such assistancs
was requasied by ma

3} | heraby confirm (hat | have not & will notin future; avail of reimbursament, i pan orin full, from any other sourcelamployeaningdrancs company, of the amount
for which this assistance is requested,
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AGREEMENT by APPLICANT ({smies gn %)

1) By affizing my sigraturg or thumb impression on this Form, | (Applicant) hereby agrée & authorise Kashika Foundalion and II's Truslées io
uia/publish/put-up/reproduce my name._address, photo & details of the “purposs”, for which such assistance is requestedigranted, through amy
medium, including but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundatlion and/or dissaminating information about it's
aclivitiesfachipvaments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fuffiiment of the “purpose™
for which-asstsiance is being requesied.

2} | (Applicant) further agres that-any such uee of my name, address, pholo & detalls of the “purpose”. for which such assistance is requested/granied,
will nat automatically entitle me for recelving or continuing the sald assistance. The decision for granting andfor cantinuing the assistance will rest solely
with the Truslees of Koshika Foundation, and their decision s this regard will b final and aceeplable o me
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AGREEMENT by HOSPITAL (¥emms g0 %71)

By aflixing hersunder, signature of our Authorisad Signatory lor recommending this case/palien! for Nnancial assislance from Koshika Foundation, we
(Hospital) hareby affirm & accept following

1) that we nelther gre presently nor will in uture avail of finapcial assistance from another NGO or any othar source, for the same patlent/case, as we ars
requesting to get from Koshika Foundation, to the exdent that such essistance is granted by Koshika Foundation, if the requasted assistance is nol granted
by Koshika Foundation, in gart o In full, then the Hospilal regerves It's righl to make up the shortfall from anothier NGO or any other source, This
confirmation essanlially states thal the Hospital will not aveil any dupilcste assistance for the same patisnt/cass from any other NGO or any othar source.
2} The asststance from Koshika Foundation is anly finangial in nature, The chalce of the treatmentprocedure advisediconductad by the Hospital on the
patient, s based on the arrangement between the patien & the Hospital, and s In no way influsncsd by Kashika Foundation. Hence, the Hospital will
assume sole & complete respansibility of the treatment & it's cutcome & safety of the patient, and Keshika Foundstion will have no mle or responsibillty
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