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DECLARATION by APPLICANT, SPiew @1 wWmen

1] | hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any.
lisble for rejectonfcancellation

2) | solemnly confinm that ssslstance, if receved from Keshiks Foundation, will be used only for the “purpose’, 85 stated in this Form, for which such assistance
was fequssied by me.

3] | hereby confirm that | have not & will not in future, avall of reimbursement, in part o in full, from any other sourca/employesdinsurance company, of the amount
for which this assistancs i requesied.
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AGREEMENT by APPLICANT (s g )

1) By afxing my signature or thumb impression on this Form, | (Applicant} hereby agres & authorise Koshika Foundation and [U's Trustees io
use/pubiishiput-upireproduce my name. address, photo & details of the “purpose”, ot which such assistance is requested/granted, thraugh any
midhum, inciuding but not imited to verbal, print, electronie; for soliciting denations for Koshika Foundation and/or disseminating Information about it's

activiies/achievements. Such use of my phato & details can be made by Koshika Foundation betore or alter my treatment or fullilment of the “purpose”
for which assisiance is béing requesied.

211 (Applicant) furthar agrea thal any such use of my name, addrass, photo & defalls of the “purposa”, for which such assistance i requestad/granted,
wil not automatically entitle me lor recelving or confinuing the said assistance. The decision for granting andior conlinuing the assistance will rest solaly
with tha Trustees ol Koshika Foundation, and [heir decision is this regard will be final and accepiable 1o me.
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AGREEMENT by HOSPITAL (7w &0 %)
By affixing hereunder, signature of pur Authorised Signatory for recommending this casa/patient for financlal asslstance from Koshika Foundation, we
{Hoapital) heraby affirm & accepl following:
1) that we neither are presently nor will in future svall of financial assistance from enother NGO or eny other saurce, for the same patient/case, as we am
requesting to get from Koshilka Foundation, to the exlent that such assistance is granted by Koshika Foundation. If the requested assistanca |s nol grantad
by Koshika Foundation, in par or in full, then the Hosplial reserves it's right 1o make up the shardtsll from another NGO or any other sourca. This
confirmation essenlially states thal (he Hospital will nol avell any duplicate assistance for the same palisnUcass from any other NGO or any other sourcs
2] Tha assistance from Koshika Foundation is only financial in nature, The chelce of the reament/procedurs advised/canducted by the Hospital on the
patiant, is based on the srrangement betwaen the patient & the Hospital, and s in no way influenced by Koshlkn Foundation. Henca, the Hospital will

gssume sole & complete responsibility of the treatment & I1's outcome & safety of the patient, and Keghika Foundatlon will have no role or responsibliity
iry the matier,
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