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DECLARATION by APPLICANT, STe® g s o
1} | hereby confirm that all detalfs in this Form are True lo the best of my knowledge. Any false statement will rendar my Application & ongoing aseistance, il any,
lizhile for rejeetionicancaliation.

2] l'solemnly confirm ihat assistance, if received from Koshika Foundation, wil be used only for the “purposs”, as staled In this Farm, for which such asslstance
was requested by me. ' )

3) | hieraby confirm that | have nol & will nat in flurs, svail of reimbursemant, In part or in full, from any offer sourcalemployerfinsurance company, of the amount
for which his assstance i= mquesled,
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1) By affixing my s:ratura or thumb impression on thie Fotm, | (Apglicent) hereby sgres & airthorise Koshika Foundstion and IU's Trustees ta
wsefpublishiput-upireproduce my name, address, pholo & detalis of the “purpose”, for which suth asslstence is requesiadigranted, through any
madium, Including but not limited 1o verbal, prinl, slacironic, far 2ofcifing donations for Keshiks Foundation andfor diszeminating Information sbout It's

‘activitiesfachisvemenis. Such use of my photo & datalls ean be made by Koshika Foundalion befars or alter my trastmend or fulfilment of the “purposa”
for which asclstansce is balng requestad.

2) | |Applicant) further sgree lhat any such use of my name, address, photo & detalls of tha "purpasa®, for which such assistancs |5 requestedigranted,
will mat autematically entitle me for recelving or continuing the said assistance. The decision for granting 2ndfor continuing the assisiance will rest solsly
wilh the Trusiaes of Kashika Foundstion, and thair decision is his regard will oe final and acceptable to me
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AGREEMENT by HOSPITAL (Twma B &7

By affixing hereunder, signature of our Authorised Signslary for recommending this case/patient for finsncial assistance from Keshika Foundation, we

{ Hospital) heraty affirm & acoept Iollowing:

1) thal we reilher are presantly nor wil in luluse avall of financial asskstance from anather NGO or any ather sourca, for the same patlenticase, B8 wa ane
reguasting o gel fram Koshika Foundation, to the extant that such aselstance 5 granted by Koshika Foundation, If the requested assistance is not granted
by Keshika Foundation, in part orin full, then the Hospital reserves It's right 1o maka up the shartfali from ancther NGO or any other sourcs. This
canfirmation essantially states that the Hospiisl will not vail any dupliceis assistance for the same patient/cess from any ather NGO or any other soums,
2) The assistance from Moshiks Foundation ks only fmancial in natuta. The choicz of the teatmantiprocedurs Sdvised/conductsd by the Hospital on the
petient, [s based on the arrangement batwesn the pattent & the Flaspital, and |s in oo way nflusneed by Koshika Foundafion, Hence, tha Hospltal will
aesuma sold & complate regponsiblilty of the treaiment & s outcoma & safely of tha patient, and Koghika Faundation will havie nio rols or responsibilit

In the matter.
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