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(Healthcare)
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DECLARATION by APPLICANT: Nyfew TR0 Wes oN:

111 hareby confirm hat all detaks n this Form are Trus (o the best of my knowledge. Any falsa stalement will render my Application & ongoing
Estile for repoctionicancediation,

211 solemnly conflem that assistance. If recaived from Keshika Foundation. will be used anly for the "purpase’”. o8 stated in this Form, for which nuch

wias requesiod by me.

34 | heraby conftm mal | have nal & will not in future, svall of resmbursemant, In parl or in full, Trom any ofher sourcefemployerinesrance company, of the a

for which this essisEncs s requesied,
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AGREEMENT by APPLICANT | sew gin 1)

1) By atfiztng my signatue or thumd impression on this Form, | (Applicant) hereby sgroe & authorise Koshika Foupdation and i's Truslees (o
use/pubishiput-up/reproduce my name, address, photo & details of the “purpose’, for which such assistonce is requestedigraniad. Mrough any
medium, nchuding bul nol kmited to verbal, print, eectronic, for saliciting donations for Koshika Foundation andior disseminating information aboul It's
aetivilipe/achisvaments. Such use of my photo & details can be made by Koshika Foundation before or after my traatment or fullliment of the *purpose”
for which sssistance | being reguesied

211 (Applicant) further agroe thal sny such Use of my nama, address, pholo & dotais of the “purpose”, Tor which such assisionce (8 mquestedigranted,
will ol 2utomaticadly enlite me for recewving of continuing the said assistance. The dacisian for granting andior eonfinuing ine assistance will rest solely
with This Trustess of Koshlkn Foundation, and thelr decision |s this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (wwimm g W)
By affining heraunder, signature of our Authorised Signalory for recommending thiz caselpafien| for financial assistance from Koshika Foundation, we
(Haspital] heraby affirm & accept fallowing:
1) thast we neither ate presently not wil in future avall of financial sssistance from another NGO or any other sourca, for the same patlent/case. as we are
requesting o get from Koshika Foundation, to the exlent that such assistance |s granled by Koshika Foundation. If the requestad asalsiance is nol granted
by Kostiikn Foundatinn, in part ar i ll, then the Hospital reserves it's right to meke up the shortfall from anciher NGO or any olhar sourca. This
confimmation essentially states hat the Hospitsl will nol avell any duphicale asslsiance for the same patlent/cass from any olher NGO or any other source
7% The assistance from Koshita Foundation is onty financial in nature. The choios of the treatmentprocedure advissd/conducted by the Hospital on the
patient. is bazed on the arrangemen| between the patient & the Hospilal, and is In no way Influsnced by Koshika Foundation. Hanca, the Hospital will

sssums sole & comphets responsibility of the treaiment & i's outcome & safety of the patiant, and Hoghika Foundation will have no role or responsdility
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