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11 1 hateby gonfim that all detsls in this Form are True 1o the bost of my knowledge. Any false statemnnl will render my Apwlication 4 ongoing assisfanc, Fany,
fiable for rejectionicancsllation,

2} | solamnly confirm that assistance, if recsived from Koehika Foundation, will be used only for the "purpase”. 38 stated in this Form, Tar which such assistance

was requested by ma,

4) | hereby confirm that | hava pot & will not in future, avail of reimbursement, in part or in full, from any cther sourcelemployeriinsurance company, af ihe smeunl

far whith this sssteisnoe is feguested.
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1) By affixing my signature or thumb Impression os this Fam, | (Applicant) hereby agres & aultionss Koshiks Foundation and IS Trustoes to
usaifEublieh!put-upieproduce my name, address, photo & details of tha “purpose”, forwhich such assislancs is requested/granted, through any
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211 tApplicant) further agree that any such use of my name, sddress, photo & detalls of the “purpess”, Torwhich ruch assistance Is requestadigranted,
will not autamaticslly entitie ma for rocalving of continuing the said assistance. The daclsion for granting andlor conlinidng the assigtance will rest soizly
with (he Trustess of Keshika Foundalion, and thalr docislon Is thia ragard will be final and acceplable fo me.
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AGREEMENT by HOSPITAL (kimss 50 %07)
By affixing hereunder, signatume of gur Authorised Signalery frr recommanding this casa/palient lor financial aselstance from Kashika Foundstion, we
(Hospitel) hereby sffirm & accapt following.
1) 'lnnt we nalthar ars sressntly nor will in fulure avall of Pnancial assistancs from another NGD or any other source, lor (he same patient/case, as wa are
requesting o get from Koshike Foundgation, to the ewent (ha! such sssisiznce i granted by Koshiks Foundation. |F the requesied assistance is not granited
by Keshika Foundation, ingar or in Wll, then the Haspltal reserves it's right to maka up the shertfal] from anolier NGO or any other sburce, This
sanfirmation essentially sistes that the Hospial will nol avail any duplicate assistance for the same patienlcaze from ary olher NGO ar any other saurce,
2} The assisiance from Koshlks Foundstion is only finencial in nalure, The choice of the reatment/procedure advissdiconduciad by the Hospitat on the
palient, is based an the arangemenl between the patient & the Hospital, &nd 15 in no way influenced by Koshika Foundaiton. Hence, the Hospital will

azguma sole & complole responsibilidy of the treatment & it's outcoms & satsty of ihe patlent, snd Keshiks Foundation will kave na rale or respongiblity
in fhe matlar,
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