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DECLARATION by APPLICANT: 3T RpT Shom w=:

*) | herebry confirm thiet 6!l ditaiis in this Form are Tnia lo the best of my knowledge. Any felse stutement will rander my Application & ongoing assistance; i any,
liabda for rajaction’sancaliation.

2) | solemnly confirm that assistance, If recaivad from Koshika Foundation, will be used only for the “purpase”, as stated In this Form, for which such assistance
was reguested by ma.

3} | heraby confiem that | have not & will nat in future, avail of relmbursamant, i part or n full, fram any other sourcalemployerinsurance company, of the amount
for which this sasisiance is raguested.
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AGREEMENT by APPLICANT (seiaw g 07)

1} By affixing my signature or thumb impression on this Form, | (Apolicant) heraby sgras & authorise Koshika Foundalien and s Trustees i

uselpublishipui-up/reproduce my name, address, photo & detalls of the “purpose”, for which such sssistanca g requested/grantad, through any

medium, including but not limited to verbat, print, alectranle, for soiicling donallons for Koshika Foundatlon grdior digzaminaiing Information about it's

acihvitlesiashievements. Such usa of my photo & delaits can ba made by Keshika Foundation befors of aflor miy trgatment or fuifitmant of the "purpose”
for which assislance is balng requested,

2} | {Applicant) hurthsr sgree thal any such use ol my name; address, photo & details of the "purnose”, far which such assistance is requestadigranted,

willl not automatically entitle me for receliving or continuing the seid azsistanca. The decisian fos aranting and/or cantinulng the assistance will rest 2olaly
with the Trusteas of Keshika Foundation, and thalr decision |4 this regard will e final and acsaptabis o me.
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AGREEMENT by HOSPITAL (e Em =m)

By aflixing hersunder, signature of our Authorised Slgnalary far recommaending Ihis easeipatient for lineneial sssistance from Koghika Foundation, we
{Hospital) hereby stfirm & accepl fallewing:

1) that we neither are presently nor will in fulirs avail of financal Bssistance fram anather NGO of tny other source, for the s2ma patienticese, &5 ws are
requesting lo gel from Koshika Foundation, to the extent that such asslstance is granted by Koshika Foundation. If (he requestod sesistance is nol granted
by Keshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shorttall from ancther NGO ar any other Eource, This
confirmalion essentially states that the Hospital will not avall any duplicals assistance for the same patienticasa from any other NGO or-any other sourca,
Z} The assistance from Koshika Foundalion is only firanchalin nature. The choice of the troatmanliprocedure advised/conducted by the Hospital on the
patient, |5 based an the arangrment batween the patlent & the Hosplial, and ls in no way influancad by Roshika Foundation. Hencs, the Hospital will

Bssume soia & complete responaibilly of |he treatmant & it's outeome & safaty of tha pafient, and Kezhiks Foundalion wil have na role or responsibility
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