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DECLARATION by APPLICANT. siow o1 sy v

1) | heraby confem that af detasls in this Form ace True 1o the best of my knowledge. Any false staloment will render my Applcation & ongoing assl
Sable for rejectionicanceiation.

2) | solemnly confiem that assistance, ¥ received from Koshika Foundason, will be used only for the “purpose”, as stated in s Form, for which such

wits requested by me,

3) | heealy confierm Bt | have not & wil not i future, avad of resmbumament, in pant or in full, from any other sourcalamployerfinsurance company, of the

for which this assistance s requested
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AGREEMENT by APPLICANT (saftox oo wa1)

1) By afidng my signature of thumb impression on this Form, | (Applcant) hereby agree § authorse Koshika Foundation and It's Trustees to
wepubishiput-upireproduce my name, address, photo & details of the “purpose”, for which such asssiance s roguesicd/'granted, through any
medum, incuding but not imitod 10 vorbad, pant, electronic, for solciting donations for Koshika Foundation and/or disseminating information abost il's
sctiviles/acievemnents. Such use of my photo & detads can be made by Koshika Foundation before or after my treatment of fulfilment of the “purpose”
for which assistance i Deing roquesiod

7)1 (Applicant) further agree thal any such use of my name, aodness, phato & cetadls of the “purpose”, for which such assistance s requesiedigrantad,
will not automatically aaiitio me for recoivieg or condinuing the a3k assistance. The decision for granking andior continuing the Ssistance will rest solely
with the Trustees of Kashika Foundation, and their decision is thes regard will be final and acceplabie 1o me,
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AGREEMENT by HOSPITAL (wiums U ¥TT)

By aflxing herounder, signature of aur Authorised Signatory for recommending this case/paient for Snancial assistance from Koshika Foundaton, we
(Hospial) hereby affirm & accept following:
1) that we neither are presently nor will in future avall of fnancial assistance from another NGO or any other source, for the same patient'case, as we a'e
requesting 10 gat from Koshika Foundation, 1o the exient that such assistance is granied by Koshika Foundation, i the requested assistance is not granted
by Koshika Foundation, in past of in full, then the Hospital reserves it's right to make up the shortfall from ancthar NGO or any other source. This
| confirmation essentially states that ihe MHospital will not avall any dupiicate assistanco for the same pationt/case from any othar NGO o any other source
2) The assstance from Koahika Foundation la ordy financial in nature, The choice of the treatment/procedure advised/conduciod by the Hoapital on the
paient, is based on the armangemeant betwoon the patient & the Hospital, and s in no way nfluenced by Koshika Foundation. Hence, the Hospital will
staume sole & complele responsibiity of the troaiment A it's cutcome & salety of the patient, and Koshia Foundation will have no role or responsibilty
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