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DECLARATION by APPLICANT: S09% 3/ 9o 73:

1) | hereby confirm that all detaiks in this Form are True to the best of my knowledge: Any falze statement will renger my Application & angoing assistance, If Em.l
lizble for pejectian/cancelation.

2) | soiemnly corfirm thet essistance, I reoalved from Keshika Foundation, will be usad only for the "purpose’, 8s stsled in this Form, for which such assistance

was requesisd by ma. *',
30 1 harelsy confirm that | have nat & will not in futurs, avall of reimbursement, m part of ool fram any oinegr sourcasmplayeninsurance company, of the amaunt|
far wiieh this assistance is requested.
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11 By affieing my sigrature of thumb impression on this Foom, | (Applisant) hereby agres & authorise Koshika Foundation and 's Tiustass o

iea!pubiishiput-upireproduce my nams, address, photo & deteils of the “purposa”, for which such assielance s requestedigranted, through any

mecium, (nehading bul not limited 1o verbal, print, etectronic, for splisiting donations for Koshiks Foundation andlor disseminating information about it's

acthvities/achigvgmants, Such use of my photo & details can ba made by Keshiks Foundation befora or after my raatmant or fulllmeant of the ‘plrposs”
for which assistance Is being requesiad,

20 | (Appticant) furher agree that any such use of my name, address, photo & delallz of the *purpose”, for which such assistance is requestadigraniod,
will nl automatioslly. entifla me for receiving ar continulng the aald asslstancs. The decision for granting and/ar oonlinulng the assistance will nest soleiy
with the Tiustees of Koshika Foundation, and therr decision s this regard will be limal and acceptabls o me
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AGREEMENT by HOSFITAL (s 570 601
By alfining haraunder, signature of our Aulhersed Signatary for recommanding this case/patient for financial assistance from Koshika Faundation, we
{Hospital) horety affiirm & accapt following:
1) that we rodher are presently nor will in future avall of inancial assistance from another NGO or any other sourse, for the same patfent/case, as we arn
requasting bo gal fram [oshika Foundation, to the extent {hat such assistance is granted by Koshika Foundation, IT the tequested assistance is not granted
by Koshika Foundation, In part erin full, then the Hospital reserves [i's right io make up the shorifall from another NGO o any offer source, This
confimaton essantially states that the Hospital will not svait-any duplicate assistancs for the same pallentioass from any other NGO or sny ather aource.
21 Thie assistance from Koshika Foundation is only financial in nature, The choles of the treatmentiprocedure advised!conducted by the Hospital on e
patient, is hasad on the arrangement beteean the patieant & tha Mespital, and is [0 no way influenced by Koshika Foundation. Herca, the Hospital wil
assume sote & complels rasponsibilily of the treatment & It's oulcoma & safety of the patient, and Koshika Foundstion will kave no role or responsiblliy
ir1 the medier.
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