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DECLARATION by APPLICANT: sidms gm @y 93:

11| hereby confirm thal sl details in this Form are T to the best of my knawledge. Aay false statament will render my Application & onguing assistance, i any,
liable for refachonicancellation.

2  sulpmnly confirm that assistance, |f recelved from Keshika Foundation, will be used only for the “purpose’. as ststed In this Form, or which such assistance

WaS requesited by me.

351 hereby confirm thil | have nat & wil met ih fitiee, svail of roimbursement, in pan or in fufl, from any other sourckfemploverinsurance company, of the amount

for which s nosstanes s requested
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AGREEMENT by APPLICANT (3iies o1 =7r)

1} By affixing my signature ar thumb impression on this Form, | (Applicant] hereby agree & authorise Koshika Foundation and it's Trusioes o
useipublishiput-upireproduce my name, address, pholo & details of the “pumpase”, far which such assistance is requested/granied, thraugh any
medium, including trut not fimited 1 warbial, print, slectronic, for soliciting donations for Koshika Eoundation sndler tisseminating information about rs
aclivitieslachisvemanti: Such use of my pholo. & detalls can ba made by Koshika Foundation before or after my treatment o fulfilment of the “purpose”
far which assistance is baing requesied

#) | (Applicant) further agree that any such use of my name, address, photo & detalls of the *purpase”, for which such assistanos s raquesiedigranied,
wili not automatlcally entille me for receiving or conlinuing the said nssistancs. The decisien tor granting andior confinulng the sssitance will rest solly
with the Trusiees of Koshika Foundation, and their decision is thin regard will be final &nd acceptable io me.
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AGREEMENT by HOSPITAL (weym gm i)

By affixing hessunder, signature of our Autharised Sianalory for recommending this caselpatient for financtal asnistance from Koshika Foundation we
(Hospital) hereby affirm & accept following:

1) that we neither gre presently nor will In fulire avill of inghelal ssaistancs from another NGO or any other source; lor the same patientcase, s we are
requasting to gel from Koshika Foundation, (o the exten! that such assisiancs is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part ar 1 fll; then the Hospltal reserves if's right to make up the shodfall from anolher NGO or any olher source. This
confirmation essentially states that the Hozpital will not avall oty duplicate sssisiance for the ssme palienticass from ary other NGO or any other spuroe.
2) The assistance from Koshika Feundation is only financial in nature. Tha chaico of the treatmentiprocedure advisediconducted by (e Hospétal an thie
patient, is hased on the srangemunt batwean the patient & the Hospital, snd s in no way influsncad by Koshika Foundation, Hence, thir Hospital will
assume sole & complets responsibllity of the treatment & it's outcomn & salety of the patient, and Koshika Foundation will Have na rale or responsibiily
in this matisr,
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