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DECLARATION by APPLICANT. T9%% G0 siwm 75

11 1 heraby canfirm thal all dotails in this Form are True o the best of my knowledge. Any false statement will rendet my Application & ongelng assistance, if any,
liabie for regection/cancalition,

2 | solsmnly canfirm that assistance, if received from Kashike Foundation, will be used only for the *purpose”, &5 stated |n this Form, for which such assistance

was requesied by me;

3) | haretry confirm that | hava not & will not in fulure, avail of reimbursement, in part or In full, from any other source/smployerinsurance company, of the amount

far which this sssistance |s requested.
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AGREEMENT by APPLICANT (=mtew Gl ®%1)

1) By aMiaing my signature o Ihumb impression on this Form. | (Applicant) horeby agree & authorise Koshiks Foundation and its Trustees 1o
usalpublishiput-up/réproduce my nome, address, pholo & datails of the “pupose’, for which such assistance is requesisdigranted, through any
medium, including but not limted 1o verbal, prifl, elsstronis, Tor saliciting donatjons for Koshika Eaundation andlor disseminating information about it's
golivitasiachigvements, Such use of my photo & details can be made by Koshika Foundation before or after my treatrment or fulfilmant of the “purposa”
for which assistante is batng requasted.

2} | (Appiicant) further agres thal any such use of my name, address, pholo & detalls of the *purposs’, for which such assistance ks requestedigranted,
will not automatically entitle me for receiving of conlinuing Ihe said assistance. Tha decision for granting andlor confinuing the: assistance will rest solaly
with (e Truslees al Koshika Faundation, and thair decision is this regard will bo final-and acceptable 1o me,
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (W@ T W)

By sffixing hereundar, sigrature of our Authorised Signatory, for recommanding ihis caselpatient for financial assistance rom Koshika Foundation, wa
(Hosplial) hereby affirm & accept foliowing:

1) 1hat we neithes are prasently nor will in fulure avail of fimancksl assistance from another NGE) or any other saufce, fof the same patienticase, ae we ara
requesting to get from Koshika Foundation, 1o the axtent thal such assistance is granted by Koshika Foundation. If the reguastsd nssistanca |8 nol granled
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from spother NGO or any sther source. This:
confirmation essentially siates (hat the Hospital will not avall any dupkoals assisiance for the same patient/case lram any other NGO of any other source,
2) The assistance from Koshika Foundation is anly financial in nature. The choice of ihe treatmentiprocedure advised/conductad by the Hospital on the
palient, is based on the arsngement betwesn the petient & the Haspital, and i in no way influsnced by Koshike Foundation. Hence, the Hospltal will
assume sole & complete responsibility of the treatment & I's oulcome & safety of the patient, and Kashiks Faundation will hava ne role or fespansibility
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