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DECLARATION by APPLICANT: STies 570 =i ¥

1)1 hereby confirm that all detalls in this Form are True 1o ihe best of my knowledge. Ary false statement will rander my Application & ongaing assistance., if any,
lible for rejectionfcancefiation.

21 | solemply confirm thal assistence, if received trom Hoshika Foundation, will bo used oaly for the "purpose’, as stated In this Farm, tor which auch acsisiance

was renuesied by me.

) | hereby confirm that | Pivve not & will net i futuee, avad of reimbursemant, in part of in full, trom any cthar soufoelemployerfinsurancs company, of the amourl

far which (his assstance is requisied
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AGREEMENT by APPLICANT (snaw gim Wit}

1) By affiting my slanature o thumb impressian on itiig Farm, | (Applicant) harety agree & authorise Koshika Foundation ard IU's Trusless o
usapubiish/pul-upreproduce my name, address, photo & dotalls of the “purpose”, for which such assistance is requesindigranted, through any
medium, incliding but not limited to verbal, print, electronls, for suilciting donatiens lor Koshika Foundation sndior dissaminating information abaut it's
activiliesiachisvements. Such usa of my phite & detalls can be made by Koshlka Foundation before orafter my treatment of fuilfilment of the “purposa’
for which sssistance s baing requested. '

2) | {Applicant) turther agres that any such wse of my name. address, photo & detalls of the *purpose”, for which such sssistance is rquestedigranted,
will nol autamatically entitle me for receiving or confinuing the said assisiance. The decinldn fof granting andier eontinuing the assistance will rest solaly
wilh the Trustees of Keshika Foundation, and thwir declsion is this regard will be final Bnd acceplable o me
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL (5w £ %177)

By atfiring hensundsr, signalure of our Authorised Sigratory for recommending this saselpallent for financial assitance from Keshika Foundation, wi
[Hospital) horaty afirm & accept following:

1) that we naither are prasently nos wiil in luture avail of financisl asststance from ancthor NGO or any olhar source, for the same petionticase, 39 we are
raguesting to get frem Koshika Foundation, fo the extant thal such assistance is grantd by Keshika Foundation. If ihe requesled assistance |& not grantad
by Kashika Foundation, In part of in full, then the Hospital reserves it's right o make up the shortfall from anather NGO or any other source: Thin
confirmation essentially states thal the Hespital will not avall any duplicate sssistance for the same patienttass fram any othar NGO or any other source.
2) The assistance from Kobhika Foundation ks only financial in natura. The choice of iha reatment/procedure advisediconducted by e Hospital on the
patient, i based on the arangament batwean the patient & the Hosplial, and is In na way infiusnced by Koshiks Foundation, Hancs, tne Hospital will
assume soba & complets respansibility of the treatment & s outcome 4 safety of the gatient, and Koshika F oundatian will have no role or responsiblity
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