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DECLARATION by APPLICANT, s g wmom

1) | hareby confirm that all dotalls |n this Form ere True to the best of my knowledge. Any falss statement will rendar my Application & ongoing assistanca, if any,
lisbla for rejection/cancaliation,

2) | solamaly confirm thal assistance, I recsived from Keshile Foundstion, wil be used only for the “purpose’, as stated |n this Form, for which such sssistance
was requesisd by me,

31 | hersby canfirm that | hava not & will nat in fuluns, svall of reimbursemant, in pant or n full, fram any other sourcelemplayerinsurance compeny, of the amount
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1) By affixing my signature or thumb impression on thies Form, | (Applicant) horeby egree & suthoriza Keshika Feundation and I's Trastses to
usepublishipul-upfraproducs my name, address, photo & detalls of the "purpose”, for which such assistence (s raguestedioranied, Ihreugh any
madiurn, inchuding but not limlted to verbsl, print, electronke, for salicliing donatians far Koshike Fourdation andior disseminating infermation about it's
actlvitiss/achisvemants. Such use of my photo & detzits can ba mads by Koshiks Foundation bufore be oftar iy treatment o fulfitment of the “purposs”
for which assistance i being reguested,

2) | {Applicant] turther sgroa that any such Gse of my name, eddiess, phota & detalls of the “purpase”, for which such sssistance |s requestedigrantad,
will not automitically enfitle ma for receiving o continging the seid assislance, The decision foe granting and/or continuing the sssistance will rest solaly
with the Trustees of Koshike Foundation, and thelr decision Is this regard will be final and accsptabls to me.
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AGREEMENT by HOSPITAL (¥ewam 20 i)

By afficlng hersunder, signatura of eur Authorised Signatory for rmm@qﬂpﬂﬂﬂnl for inanclal assistance from Koshika Feundation, we
(Hospital) heraby sfiirm & aooopt fallowing:

1} that we nefther are presantly nar wiil In future svall of financlal assistance from another NGO or any othar source, for the sama palient/case, as we are
raquasiing to gel from Koshika Foundatlon, 1o the extent thal such asskstance is granted by Koshiks Foundation, if the réguestsd sssistance is not grantad
by Washika Feundstion, in part or in full, then the Hoeplial reserves s right to make up the shortfall frem another NGO ar any other source, This
confirmation easentlally slates that the Hosgltal will not avall any duplicets assistance for the zame patlenticase from any other NGO o any other sources;
2) The sssistance from Koshlka Foundation is orily financlal in nsture, The choice of the tresiment/procadure advised/canducted by the Hespital on the
patlent, 5 based an the amangement between the patient & the Hosplial, and is in no way Influsnced By Keshika Feundation, Hence, the Hoapital will
assume sols & complete responelbllity of the treatment & t's outcoms & safaly of the patient. and Koshiks Foundatlon wiil have ng rale o respansibliity
in the matler,
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