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DECLARATION by APPLICANT. 3% T 1w ¥3:
1) 1 heretyy canfinm thal 21l detas in this Form are True lo the best of my knowledge. Any false statement will render my Application & angoing assistance; [ any,
liable for rejectionicancatialion.

2} |'salemnly eonfirm thet assistance, Frecelved from Keshiks Foundatian, wil be used only for the “purpase”, as statad In this Farm, fer which such assisisnces
wias requesied by me,

3} | Beraby confirm Vet | heve ol & will natin fulure, avall of retmbursement, i pan os in full, fraem any other sourcalemployeninsurance company, of the amount
for which this agsistsnce is requestad
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AGREEMENT by APPLICANT (=es 20 #00)

1) By aifiing my signature of ihumb impression on this Farm, | (Applicant) hormby sgres & suthorse Keshiks Faundation and s Trusiess 1o
useipublishiput-op/reproduce my name, address, photo & delsils of the “purpose”, for which such assistance is requastedigranted, through amy
madium, inciuding bub nol imiled to verbal, print. sleotronle, for soliching donations for Koshiks Foundation and/or disseminating information about It's

aclivilies/schisvements. Such use of my phote & details can be made by Keshiks Foundation balsra tr after my treatment af fulllment of the "purpose”
la¢ which assistonee is being requasied,

2) | {Apgplicant) furthar agrae that any guch uae of my name, address, phate & detalls of (he "purposa”, for which such assisiance s requesied/granted,
will nat automaticzlly entltle me for receiving or continuing the ssid assistance. The decision far granling andlor continuing the assistance will rost solely
wilh the Teustaes of Knshtka Foundation, and thalr declsion is this regard wil be fing! ond gonemiabls to me.
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AGREEMENT by HOSPITAL (53w 50 55

By &ffixing hereundes, signature of our Authonsed Slonatary for regommanding this case/patient for finsnclal assistance from Koshika Foundaticn, wa
(Howpitai) hereby affirm & sccepl following:

1} 4hat we neither ure presently nor will in future avail of financiad assistance flom snathes NGO ar sny ather source, for the same patlent/case, as we ara
requasting fo gel fram Koshlxa Foundstion, to the extent thal such assistance Is granted by Koahika Foundation, If the requested sssistance i not granted
by Kashlia Foundation, I part or in full, then the Haspital reserves it's right o make up tha shorifall from anather NGO or any olher sourca, This
ganfirmation assontlally states thal the Hespitel will net avail amy duplicate assistance for the same paffenticass from any other NGD or any other source,
2) Tha aszistance fram Koshika Foundation Is only financial in nature, The choice of the reaimentiproceduse sdvisod/canducted by the Hospital on the
patiant, is based on the arrangemant betwean the patisnt & the Hespilsl: and is in ne way Influanced by Koshika Foundation. Hence, the Hospétal will

assurre sala & complete responsibiity of the treatment & 1's culcome & sataly of the patient, end Koshika Foundation will have no rolzor responsibilily
in ihe matter.
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