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DECLARATION by APPLICANT: Sdws om Swm s

1} 1 hereby confirm that all detalls in this Form are True to The best of my knawksdge. Any false statement will rendes i icetion & ongoing assistance, i any,
liable for rejection/cancellation, g g v Applicalion & engaing ce, i any,

2} | salemply confirm that assistance, if received fram Koshika Feundstion, will be used only for the "purpose”, 8s stated in this Farm, for which such assistance
wia requesied by me.

3} hzreby confirm that | have not & vall not in future, avall of rafmbursement, in part of I full, fram 2ny other source’employerfinsurance company, of the amount
for which this assistance i3 requested.
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AGREEMENT by APPLICANT (#Hes B0 %)

1) By affixing my signatures or thumb impression on this Form, | (Asplicant) hereby sgros & sulhosise Keshika Foundation and it's Trusteses 1o

wsefpublishipulupirepieduse my name, address; pholo & details of the "purposa”; for which such assistance is requestedigranted, through eny

medium, including but not limited to verbal, print, electronic, for sulisiling donations for Koshiks Foundation andlor dissamlinzting infarmation abaut It's

activitigsfachizvamants. Such use of my photo & detalls ean be made by Keehika Foundation before o after my treatment or fulliiment of fhe "purpose”
for which asststance s baing requesied.

2} | (Applicant] further agras that sny such use of my nama, address, photo & dotalle of the “purpose”, for which such assistance Is requestedigranied,
will nat automatically entitle me for recelving or conlinuing the sald assistence. The decision for granting ander continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their declsion is this regard will ba final and acosplable (o me,
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AGREEMENT by HOBPITAL (Wisars gl i)

By aflixing hersunder, signature of our Authorised Signetory for recommending this case/patient for finencial assistance from Koshike Foundetion, we
{Hospital) horoby affirm & aocep! Tollowing:

1) that we neifher are presantly norwill in future avall of financil assistance from anothar NGO or any other source, for fhe same patient/cases, 85 we G
reguesing to get from Koshiks Foundation, 1o the extent thet such assistance is granted by Koshike Foundation. If the requesied agsistence 19 nol granted
by Koshika Foundation, In parl or in full, then the Hospital reserves it's right to make up the shorifall from anethar NGO or any ether source, This
confirmetion sseanlially siales that the Hospital will not avell any duglicsls assittance for lhe same patienticase from any olber NGO or any other source.
2] The assislance from Koshika Foundation (s only financial In pature. The cholee of the ireabmentprocedure advised/conducted by the Hospital on the
patient, ia based on the arangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hospital will

azzuma solé & complets responsEiily of the reatment & (Vs oulcome & satety of the patent, and Koghlka Foundation will have no role or rasponsibility
in the maiter.
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