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DECLARATION by APPLICANT: S3@eE B W 7y:

ummfﬂmuﬂﬁuhhhm Form ate True lo the best of my kncwledge. Any lalse staternent will render my Application & ongoing assistance, if any,

2) | nolermady confirm that sssistance, If received from Kashika Foundation, will be used onlly for the “purpase”, as stated In this Form, for which such assistance
was requested oy me.

3) | hereby confirm that | have rot & will not in future, availl of reimbursement. in part or in ul, from any other sourcelemployetfinsurance company, of the amount
far which this assistance is requested. . "
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AGREEMENT by APPLICANT (s7ms ga #U7)

1) By afloong my signalure or thumb impresslon on this Form, | (Applcant) hereby agree & authorise Koshika Foundation and i1 Trusioes to
use/publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
madium, including bul not limited to verbal, print, slectronic, for soliciting donaions lor Koshika Foundation and/or disseminaling Information about if's

nclivities/achigvements. Such use of my photo & detafis can be made by Koshika Foundation bafore or sfler my treatment or fuliment of the “purpose”
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2) | {Appilicant) further agres that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance |s requestedigranied,

wiil nat auipmatically entitle me for receiving or continuing the said assistance. The decision for granting snd/or conlinuing the sesistance will rest solaly
with the Trustees of Koshika Foundation, and thalr declslon |s this regard will be linal and acoeptable to me
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AGREEMENT by HOSPITAL (womss gm w0r)
By affixing hereunder, sigralure of our Authorised Signatory for recommending this case/palinni for financial assisiance lrom Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) thal we neither ame presantly nar will In Fulure avall of financial assistance from analher NGO or any other source, for the sama pallant/cass, as we Bre
mmﬂm to get from Kesnika Foundation, to the extant thal such assistance is granted by Koshika Foundation. |f the requested assistance is nol granied
by Koshika Foundation, in pant o I full, then the Hosplial reserves i's right to make up the shortfall from another NGO or any other soune. This
confirmation essantially stales that the Hospltel will not avall any duplicals assistance lor the same palienlicase from any other NGO or any othar source.
2) The assistance from Koshika Foundation is anly Bnancial in nature. The choica of the treatmentiprocedure advisad/conducted by the Hoapital on the
patient, is bassd on the arrangement betwaan the patiant & the Hospilal, and s in no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & complete responsihility of the treaiment & it's outcome & safoty of the patien!, and Koshika Foundation will have no rele o responsibility
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