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DECLARATION by APPLICANT. R L B EE

1} 1 hesaby confirm that sk dutais n s Form ara True 1o ne best of my knowlodge: Any false miatatmant will render my Application & engaing assistanoe, Fany,
lkaible for rejection/cancelation.

2) | solemnty confirm fat Assistinee, if teeilugd trom Keshike Foundatian, wil b useed anly for the ~purposs’, asstated In this Form, for which such assistance

wias requested by me.

5) | by confirm fhat | have rint & will mot in futlie, avail of remburssment, in part or i hull, from any aiher sourcEamployeninsyrance pompary, of e amount

for whnlich ihsls assistancs i requasted.
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AGREEMENT by APPLICANT ( a7 @1 w01}

11 By affising my signature of thumb impresslan oo thi Form, | {Applicant) hereby agree & puthorise Koshika Foundafion and 's Trustees o
uselpublishiput-upireproduce my name, siddress, pholo & details of the “purpose”, o which such assistance 18 requested/granted, through 20y
madlum, ineuding but not limited to verbal, print, electromic, far soliciting donations for Keshika Foundation and/at disseminafing Information sbout its
activitiesiachisvements: Such use of my photo & detalls coan ba made by Kpshika Foundation belare or aflar my reatmanl o fulliment of the “purposa”
fr which-assistance ks boing requested,

2) | {Apphcant) fusther agras that any sich use ef my name, addross, photo & details of the *puirpome”, far which such assistance is requestedigranted,
whil not auamatically entitie me for Tacaving of pantiniuing the sald assistdnce. The dodisian lor granting andfet cantinuing the ansistance will rest =olaly
with the Trustess of Keshika Foundation, and heir dacision i this ragard will be finat and acoeplable 1o me.
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AGREEMENT by HOSPITAL (7eaml gl )

By affiing harsunder, signature of aur Adtharised Sigratary for recommending this case/patient for financinl assistance from Konhiks Foundation, we
(Hospital) hereby atfirm & aceepl following:

1) that we either are presently nor will I futre avall of financial gssistance from anoltiar NGO or any other source; for he same patient/cass, BE we are
reguasting 10 get fram Koshika Foundation, 1o the oxtent hat such assistance i granted by Koshika Foundaion. Il the requested aesistance i nol grantad
by Koshika Eoundation. In gart o in tull, then the Hospltal reserves.iU's right ko make up the shiartall from anather NGO or &ny ather source. This
confirmation esseniially states thal tha Hospital will ot avall any duplicate assistance for the same patenticase from any other NGO or any other souroe.
2§ The assistance from Koshika Foundation is only finnnaial In natura. The cholee af the treatment/procedure advisedicanductad by e Hospital on tha
patlant, is basad on the armngement petwean the patiant & the Hospital, and |5 in no wiry infiusncad by Koshila Foundation. Hence, ihe Honpital wil
susume sole & complets responsibility of the treatmunt & It's outcome & safaty of the patiant, and Koshika Foundation will have no role o responsibliity
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