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DECLARATION by APPLICANT: tWew grT s 1

1) theretp_:mpnrmhalnjl ditally in this Form are Tree (o the best of my knowledge. Any false statemant will render my Application & ongoing assistance, If any,
liabile for repactionfcancedlation.

2) | salemnly confirm that sssistance, if recaived from Keshika Foundation, will be used only for the “purpose”’, as stated in this Form, for which such essistance
was requestad by me.

3) | hereby confirm that | have nol & will not in future, avail of reimbursement, in pan or in full, from any other sourcefemployerinsurance company, of the amaount
for which this assistance i requested
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1] By sffixing my signature or thumb impression on this Form, | (Applicani) hereby agres & suthorise Koshika Foundation and IU's Trusiees to
usa/publishipul-upireproduce my name, address, photo & details of the *purpose”, for which such assistance is requestadigrantad, through any
medium, including but nat limited to verbal, print, electionic, far soliciting denations for Koshika Foundation andfor disseminating information about it's

aclivities/achievements. Such use of my photo & delalis can be mads by Koshika Faundation balore or afler my treatment or hulfiiment of the “purposs”
for which assistance is baing requesied.

211 {Appiicant) furiher agree that any such usa of my name, address, photo & detalls of the “purposa”, for which such assistance is requested/granted,
wihll not automatically entitte me lor recaiving or continulng the sald assistance. The decision far granting and/or continuing the assistance will rest salsly
with tha Trusteas of Koshika Foundation, and thelr decksion is this regard will e finai and acoeptable o me.
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AGREEMENT by HOSPITAL (wenms g0 %wt)

By affising hereunder, signaiure of our Authorlsed Signatary lor recommanding this cass/patient for financial assistance from Koshika Foundation, we
(Hosplial) heraby affirm & accepl lolbowing:

1) that we nedther are presently ner will in future svall of financial assistance from encther NGO or any other source, for the same patientcase, as we e
raguasting to gel from Koshika Foundation, Io the extent that such assistance s granted by Koshika Foundation. If the requested assistsnce is nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation sssentially siztes thal the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any oihor sourcs
2] The assistance from Koshika Foundation Is only financial in nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
palienl, is based on the arangomant betwean the patiant & the Hospital, and is In no way influencad by Koshika Foundation. Henca, the Hospital will

assisme solo & complat responsibiiity of the lreatment & if's cutcoms & salety of the patient, and Koshika Foundation will have no role or responsibillity
in tha matiar.
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