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DECLARATION by APPLICANT: Siies B0 o s

1} U hereby confirm that all detalls in this Form are True to the best of my knowtedas. Any false statement will render my Application & angaing assisiance, if any,
lishile for rejecion/cancedlstion,

2} | zolemnly canfirm thal assistance, if recemved from Koshika Fourdslion, wil ba used anly for the "purpese”, 8 stated in this Form, for which such assistance

waa requasisd by ma.

3} | heraby canfirm that | havie not & will not In huture, aveil of reimbursemant. in part orin full, from any cther sourcaiemployer/insurance company, of the amount
for which this assistance is requested.
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1) By affixing my signature or fhumb impression on this Form, | (Applicont) hersby sgree B sulhorise Kashiks Faundation and I's Truslees o

usa/publishiput-upireproduce my name, address, photo & detaits of the “purpase”, for which such assistance is requestadigrantad, through any

medium, ineluding but mot Hmited Lo verbsl, print, electronls, far scficiing demalions lor Koshike Foundation 2ndlor dissamingting information sboul it's

actvitiesiachiovemants, Such use of my photo & details can be made by Keshika Foundation before er after my freatment or hulfiimant of the “purpose”
for which assistance | being roquestad.

2) | [Applicant) further agres that any such use of my name, address, pholo & detalls of the ‘purposa”, for which such sssistance i requestsdigranted,
will nat-automatically entitle me for receiving or conlinuing the sald aseistance. The decision lor granting andlor continuing the assistance will rest solely
with the Trusleet of Keshika Foundation, and their decision is this regard will ba final and scceptable to ms,
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AGREEMENT by HOSPITAL (W B 3i)
By affodng hereundar, signature of cur Autharisad Signatery for recommanding this casedpatient for finandlal assistance from Koshika Foundation, we
(Hoepital) heraby affirm & aceep! loliowing:
1) that we neilher ate presently nor will In futurs avall of finendal assistance from anothar NGO or any othar soures, far the same pationt/case, as we are
requesting o ge| fram Koshika Foundstion, to the extent that such assistance js granted by Koshiks Foundation, If he ieguasied assistAnce is not granted
by Kashika Foundation, In part of in full. then the Hospitsl reserves Its Aght to male up the shorfall from another NGO or any olher source, This
confirmation essentlally states (hal the Hosplal will not avail eny duplicate assisiances for the same patienticasa from any ather NGO of any other source.
2) Tha sssistance from Koshika Foundation k2 only financiat in nalure, Tha cholce of the reatmant/procedure advisediconducind by the Hospltal on the
patienl, is based on the arrangement between the patient & the Hospital, and is in no way influenond by Koshlka Foundation. Hence, the Hospital will

astume sola & compiets responsibility of the treatmant & it's oulcome & antaly of tha patient, snd Keshiks Foundalion wil kave no role or respansitility
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