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DECLARATION by APPLICANT: S55% 30 Wm 75

1)1 heraby canfirm that all detaile in this Form are True lo the best ol my knowledge, Any falss statement will rendar my Application & ongoing sasistance, if any,
liabls for rejaction/canceliation,

2} | solamnly eanfirm thiat assistance, IFracalved from Koehiks Foundetion, will be usad only for the “purpose”, &s steiad in this Farm, for which such assistEnce
was requesied by mo.

3} | hereby Sonfirm that | rave not & wdll ot in futurs, avall of relmburssment, in part e in full, fram any cither source/employeninsurance compeny, of the amount
far which this assistance |z requasted
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AGREEMENT by APPLICANT (wiee g =00)

1) By afftxing my signiture or thumb imprassion on (his Form, | (Applicant) hareby agres & autherss Keshika Ealhdatian and It's Trustees 1o

uselpublishiput-uplreproduce my name, address, photo & detalls of the “purpose”, for which such-assistance s requestedigrantad, thraugh any

medium, inclading but nol limited to verbal, print, elsetronls, for solisillng densticns for Kashika Foundation andior disseminating nformation about it's

adiviesiachisvemants. Such use of my pholo & details can be made by Koshika Foundation bafars ar alter my Ireatmant or fulffiment of the *purpose”
far which assistanoe Is being requusied.

2} | {Applicant) luither ageas that @ny such Use of my name, sddress, phalo & details of the “purpose”, for which such assistancs is requesiodigrantad,

will not automatically entitle me for recaiving or conlinuing the said assisiance. The decision o granting andior conlinuing the assistance wil rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be fina! and acceptable o me.
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AGREEMENT by HOSPITAL (Teima o0 Fo0)
By affixing hereundar, signature of our Autharized Signatery for recommanding this caselpatlent for financlal assistance from Koshtsa Foundation, we
(Hospital) haraby sffimm & accept following:

1] that we neither are presently nor will in future avall of Fnanial sssistanco fram another NGO or any other source, for the sams patisnticase, as-we e
requisting to gel fram Keshika Foundation, io tho oxient that such assistencs is grantad by Keshikes Foundation, IT the requasied assislance is not granizd
by Koshika Foundatlon, in part or in full, then the Hospital reserves IU's tight ko maka up the shortfall from anathar NGO or any olher source. This
confirmation essantially states thal the Hospital will not avall any duplcate assistance for the samo patienticese from sy other NGO or any ather source,
2) The azslatance from Keshika Foundation is enty financial in nature. The eholes of the Ureatment/procedure sdvisediconducted by the Hasgital on the
patienl, is basad on the amengement batwesn the patient & the Hasgital, and Is in no way Influanced by Koshika Foundation. Hanes, tha Hospital will

assume sola & complets responsibliity of the Yoaiment & iFs outcome & safaly of the patient. and Koshika Foundation will have no rols or regponsiblity
in tho matier,
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