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DECLARATION by APPLICANT: svégay gy s 79;

1) | herety confirm that all details in this Form are True 1o Ihe best of my knowledge. Any false statement will render my Application & ongalng assistance, if any,
liptale for rejechion/canceliation,

2) | solermmly confitm thet assistance, if recelved from Koshika Foundstion, will be used only for the "purpose”, a3 siated In this Farm, for which such assistance
was requesied by me,

3) | hereby confirm that | have not & will ncl in fulure, avail of reimbursemant, in part ar in full, from any cther sourcel/employsriinsurance company, of the amount|
Tor which ilve assislance is reguesied,
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1) By effixing my signature of thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshiks Foundation and il's Trustess 1o
use/publishiput-upfreproduce my name, address, photo & datails of the "purpose”, for which such essistance s requesled/granted, through any
medlum, inciuding but not imitad 1o verbal, print, electronic, for soliclling donations for Koshika Foundation andlor disseminating knformation about N's
activitiestachisvemants. Such use of my photo & details can be made by Koshika Foundstion before or afler my treatmenl or lulfilment of the “purpose”
for which assistanoe is baing requesied

2] | (Apphicant] further agree thal any such use of my name, sddress, photo & details of the “purpese®, for which such assistance {s requestedigranted,
will not automatically antitle me lor recefving or continuing the sakd assistance. Tha decision for granting and/or continuing the assistance will rest solely
with the Trestees of Keshika Foundation, and their declslon Is this regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (WEmm T w01)
By afficing heraunder, signature of our Authorised Signalory for recommending Ihis case/patieni for financial assistance from Keshika Foundation, we
{Hospital) herety affirm & accapt following:
1) thal we nesther are présently nor will in fulure avail of fingncial assistance from anothar NGO or any other source, for the seme patienticase, as we ara
requasting to gel from Koshika Foundation, to the extent that such essistance is granted by Koshika Foundation. If the requestad assistance is nol granted
by Koehilka Foundation, in part or In full, then the Hospital reservas iUs right to make up the shorifall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other sourcs
2) The assistance from Koshika Foundation is enly financial in nature. The cholce of the reatment/procedurs advised/conducied by the Haspltal on tha
patlent, |s baned on the arrangement betwean the patien! & the Hospital, and I3 in no way influenced by Koshlka Foundation. Henca, the Hospital will

asgume sole & complele responsibillty of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role of reaponsibility
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