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DECLARATION by APPLICANT: SFrw BT SIoo) wH:

1)1 hereby confirm that all detalls in this Form are True 1o the best of my knowledgs. Any false statement will render my Apolication & engolng assketance, If any,
limhie for rejsciion/cancellation,

2} | solemnly confirm that essistance, I recefved from Keshika Foundation, will be used only for the "purpose”, as stated m this Fomm, for which such essistance
wits requested by ma.

3) I'hereby confirm that | Have nol & will not infudure, aviel of reimburssmaent. in past of (H hl, rom any olber source/smployeninsurance company, of the amount
far which |his assistance is requeasled.
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AGREEMENT by APPLICANT (3a%%® 2 %10)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & sutherise Keshika Foundation and it's Trustees to
usafpublishfput-upireproduce my name., address, pholo & detsils of the “purpose”, lor which such assistance is requested/granted, throogh any
medium, including bul not limited to verbal, print, ehectronie, for subiciling dorations for Keshika Foundation and/or disseminating Information about it's

activitiestachiavemants. Such use of my photo & details can ba made by Koghia Foundslion before of sfler my treatment or luifilmen! of the "purpose”
fior which assistance is being requested,

2] | (Applicant) further agree that any such use of iy nams, addross, photd & detslls of the “purposa”, for which such assistance (s requested/granted,
will not automalically enlitle me lor receiving or continu'ng the sald ssestance, The declsion lor gianling andior continuing the assistance will rast solaly
with the Trustees of Koshike Foundation, and thair decision fs thin regard witl be final snd acceptabla to ma,

1) TH OV T ST gRT W S W) e e, # (wndew) arvl ety w g s f o e Wit s sos sl o iy won f fw 9o W,
wm, W dn W T o vw A Wit #, o Wi e S, o, aene g T A o offeied ol et @ et fedt ol e e

® wwitn v & fo st 41 9wy W faEn 6y ¥ ued w s d w0 w et wedn w = sfep

) & (swdew) wwowm @ v | PR A oam, o, o st P o B e o st @ whe SR v seem s e =6 v o o

“wiferm" o s sl W Gy s she e )

APPLICANT™S SIGNATURE OR LEFT THUME IMPREGSION :

whq_?_w-.u R W e
A = A

AGREEMENT by HOSFITAL (¥ e gm &)
By affixing hareunder, signature of cur Authorieed Signatory for recommanding this casaipatient for financisl asskstance rom Kashika Foundation, we
{Hospitat) hereby affirm & accept following:
1} thet we nzliher are presently nos will in future svall of finencial assistance from snother N2 or any other source, for the same paienticass, as w are
requesting 1o get from Koshika Foundation, o the sxtent tha! such assistance is grantad by Koshika Foundation, |f the requested assislance is nol granted
by Koshlka Foundsation, in part or in Jull. then the Hospital reserves [('s right o maka up the shorfall from anather NGO or any other source, This
confirmation essantially states that the Hospital will not avall any duplicate sssistance for the same patisntcase from any othar NGO or any other source.
2} The assistance from Koshika Foundation is only financial In natura, The cholce of the treatmentiprocedure advisediconduscted by the Hosplial on the
patient, s besed on the arrangement between the pationt & the Hospital, and 19 in no way influsnced by Koshike Foundation. Henoa, the Hospital will

sesyme sola & complste responsibility of the treatmant & Il's autcome & saiety of the patient, and Koshika Foundation will have no role or responsibllity
in e melier.
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