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DECLARATION by APPLICANT: HTE R WH 73t

1)1 hiareby confirm thal &l details in this Form are Trus 1o ine bestof my knowledge. Any fatse statemant will render my Application & ongoing assistanca, If any,
[fabia for rejecton/canceliation.

2) | slemnly confirm that assistance, f recelved from Kosnika Faundation, will be used only for he “purpose’, as stited i this Form, for which such assistance
was requested by me,

311 Rergby confirm et | have-rot & will notin fure, avall of rumbursemant, in part or i fudl, tram &@ny other soureelemployerinsurance eompany, of the amount
for which this assistance |s requasted,
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1) By affiking my sighatura or thumb impression on this Form, | {Applicant) hereby agrae & aulhorize Koshile Foundalion and I's Trustess to

use/publishipul-upireproduce my name, address. photo & details of the *purpese”, for which such assistance i= requasied/granted, through any

madium, including but not limited 1o verbai, print, etectronic, for soliciing donations for Koshika Foundation and/or disseminating infarmation aboul it's

astivitles/oohisvaments. Such usa of my photo & cetalls can be mada by Koshlka Foundstion bafare or afier my treatmenl ar fullilmant of the "purpose”
for which assislance is being requesiad.

2 | (Appieant) furthar agree thal any such use of my name, address, photo & detalls of the "purpase’, far which sich assistancs |s requestad/granted,
will ot automaticaily entitle me for recalving of continiing the said assistance, The decision lor granting andlor continulng tha assixtance will resl solely
with (e Trustaes of Kashika Foundation, and their decision ks thie regard will be final snd accoptabie o ms
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AGREEMENT by HOSPITAL (o ¥ W)
By affixing hereunder, signature of our Authorised Signatory far recommending this case/patiant for financial assksiance from Keshika Foundaton, we
{Hospital] heraby affirm & accept lollowing:
1§ that wa neilher are prasently nor will in future avail of financial @ssistance from anofher NGO or any other source, for the sama palient/case, &3 we ars
requesting tn get Irem Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requasted assistance & nat grantad
by Koshile Foundstion, in part or in full, then the Hosplial resarés it's right o make up the shortfall from anather NGO or any ofhet solce. This
ponfirmation essentiolly sintes that the Haspital will not avalt any duplicate assisiance lor the same patienticase from any ofher NGO or any aiher source
2) The assistance from Koshika Foundation is only financial in nature Tha chalce of the westmentprocedurs advisedicandusted by (he Hospital on the
pailent, is kased an the arangement betwesn the patient & the Hospital, and is in no way Influenced By Koshiks Foundalion. Hence, 1ha Hoepital will

aEsume snle & complele responsiblity of the freatment & It's outcome & safety of the patienl, and Koshiks Foundatian will have ng rals ar responsibilily
in ife maller,
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