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DECLARATION by APPLICANT: SBETH ZF = 13,

1) | heseby confirm thet &1l details in this Form are Tnie bo the best of my knowledge. Any false stalement will render my Application & angaing assistance, il any,
liable for rejectionfcancetiation

21 | snlemnly confitm that assistance, I received from Keshika Foundation, will be used only for the "purpose”, as stated bn thie Farm, for which such assistance
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3] | heraby confirm that | have net & will not in future, avail of reimblrsement, in part ofin full, from sny other spuncelemployetiinsumnce company. of the smount
for which this assisiance m requested.
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1) By affiing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorize Koghika Foundation and it's Trustees 1o
usal/publishipul-up/reproduce my name, address, pholo & detalls of the “purpase”, for which such esalstance |s requested/granted, through any
adiurm, including bul not limited 1o verbal, prinl, slectronic, for soliciting donations lor Koshika Foundation andior dissemirating Information sbout il's
activiiestachievements. Such use of my pholo & detalls can be made by Koshika Foundation before or aftar my treatment of fulfiiment of the “purposs’
far which assisianos is being requested

2) | [Applicant) further agrea Lkal any such usa ol my name, address, pholo & dataits of the "purpase”, lor which such assistance ls requestadigranted,
will not automatically entitle me for reoedving o continuing the said asssstance. The declsion for granling andfor continuing the essistance will rest solely
wilh e Trisisss of Koshika Foundation, and thair decislon |s this regard will ba final and acceptable to me,
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AGREEMENT by HOSPITAL (7ome W Wit )

By affixing hereunder, sngna!.ura af gur Authorised Signetory for recommending Lhis casedpatient for financial assistance from Koshika Foundation, we
(Haspiial) hemsby sffimm & sccept fallowlng:

1) st wiir rielthiar are présenty nod will in luluts avel of linancial assistance lrom anothear NGO or any olhar source, lor the same patlent/tase, g8 we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation, If the rquested assistance is not granied
by Koshika Foundalion, in part or in full, then the Hospital ressrvas its right o make up the shaortfall frem anothar NGO or any other soures. This
confirmation essentially states that the Hospital will not avall any duplicale assisiance for the same patienticase from ey othar NGO or any other source
2) The assistance from Koshika Foundation k8 only financial in nature. The choice of the reatment/procedurs advised/conducted by Ik Hospltal on the
patient, in based on the arengemant between the patient & the Hospital, and is in no way influenced by Koshlka Foundation. Hence, the Hospital wil
sy sole & complate responsibiiity of the treatment & if's oulcome & safely of the patient. and Koshika Foundetion will heve no role or responsitaiity
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