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DECLARATION by APPLICANT: STH=F B S 75:

1) | hereby confirm that sl details in this Form afe True to the best of my knowiedge. Any false statement will render my Application & ongiseg ausisliance, iFany,

liable for eecionicanoelistion,
2 | solemnly confirm that assistance, if recelved from Kishlka Faundation, will be usad only for the “purposs”, as stated in this Formy, for which such assistance

weay requestod by me

3} | hiereby confirm that | hava not & will nat in fulute. avall of reimbursemant, in part o in full, fram any other sourcafemployerinsurance company, of the amount
far which this assistance |s requested
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AGREEMENT by { S Tm =T

1) By atfixing my signature o thumb impression on this Form, | {Applicant) hereby agree & authorise Keshika Foundation and if's Trustess fo
use/publishipul-up/reproduce my name, address, photo & detalls of the *purpose”, for which such asslstance is raquestedigranied, through any
medium, including but not limited 10 verbal, print. slectionic, for sollciting donations for Koshika Foundation andlor disseminating Informalion sboul It's
aciivitles!schievaments, Such use of my photo & detalls can be made by Koshika Foundation befare or after my treatment or fuifilment of the “purposa”
for which assistance |s being requestad.

2} | (Applizant) furfhar agree that any such ase of my name, address, pholg & dedails of tha “purpase”, for which such assistance is requested/grantad,
will ol automatically entitie me for receiving or continuing the said assistance. The decision for graniing and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will bo final and accoplable (0 me
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AGREEMENT by HOSPITAL (wi¥am 36 ®Ui)

By sifiing heteunder, signature of our Authorised Signatory for recommending this cass/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby afirm & sccapt fallawing:

1) that we nelther are presenily nor will in fulure avall of financial assistance from another NGO or any olher source. for the same patent'cose, as we are
raquesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If lhe requested assistance is nol grantad
by Koshika Foundation, in part or Ih full, then the Hospital reserves it's right to make up the shortfsl from another NGO or-any ofher source. This
confirmation essentially states that the Hospital will not-avall any duplicate assistance for the same patient/case fram any ather NGO or any other source.
7} Tha assistance from Koshika Feundation Is only financial in nature, The chaice of ihe ireaiment/procedure sdvisedicanducted by the Hespital on the
patiant, s based on the armngement batwesn the patient & the Hospital, and in in no way influencad by Koshiks Foundation. Hanee, the Hospital will
asaume sole & complete responsibilily of the treafment & if's outcome & safety of the patisnt, and Koehlka Founcation will have no role or responsibility
in the matter,
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