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DECLARATION by APPLICANT: Syirow g1 wirem o:

1) 1 hesrety confirrr Tat a8 dotads in his Form aro True 1o the beut of my kmowledge, Any fatse staterment wil rander my Application & ongoing assistance, It any,
fabla for reEctionicanceliation. .

2) 1 solemnly confirm that assistance, f received from Keshika Foundation, will be used only far the "purpose”, Bs stated in this Form, for which such assistance
was regussied by me

3} 1 herstry confirm that | have not & will not in futute, avall of rembursament, In pant of (n full, from any elher source/amployeriinsurance company, of ihe amount
faar whiich thig assistance 5 reguesisd.
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AGREEMENT by APPLICANT (5w g %07)

1] By affiing my signature of thumb impression on this Farm, | (Applicant) heraby agres & authoriss Koshikes Foundalion and I's Trusiees 1o
useipublshiput-upifeproduce my name, address, pholo & details of the “purpose”, for which such assintanoe is requestedigraniad, through oy
mpdium, Incleding but pot limied o verbal, prind, slectronic, for soliciting donathons for Koshila Foundation andior disseminating Information about it's
acilvities/achigvamants. Such ust of my pholo & details can be made by Koshika Foundation bafore or aftor my treatment o fulfiimant of the “purposa”
for which assisiance & being reguesied

2) 1 (Apphcant) further agree that any such use of my name, address, photo & detalls of the “purpese”, for which such assistance is Pequestodigranied,
will ot mtamsstically entithe me for recaiving or continiing the said assistance. The docision for granting andlor confinuing the' assistance will res! solaty
with the Trustess of Koshikn Foundstion, and their decision |s this regard will ba final and acceptable to ma.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
AGREEMENT by HOSPITAL (wimms 2 %)
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By affining hereundar, signiature of our Authorised Sighatary for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heroby affirm & accept follgwing:

1) thal we nedther are presantly nor will in future avall of fnancial sssistence from anolher NGO or any olher source, for the seme patienlcass, as we ama
requasting to get from Koshika Foundation, 1o the sxtent that such assistance is granied by Koshika Foundation. If the requested assistance is not grantad
by Koshika Feundation, in part or in full, then the Hospital reserves it's right to meke up the shdrtfall from anather NGO or any other source. This
confirmation essantially siates that the Hospital will not avall any duplicate assistance for the samn patienticasa from any othar NGO of any othor source.
2} The assistance from Koshika Faundabon is enly finoncal in nalure, The cholce of the treatment/procedure advised/conducted by the Hospéal on the
patient, i bassd on the arrangemen batween the patient & the Hospltal, and & in no way influenced by Koshika Foundation. Hence, the Hospital will
|mm :gaimﬂmmmmmy" of this treatmant & if's aulcoma & safety of fe patien, and Koshika Foundation will have no role or responsibliity
n the rmather
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