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CECLARATION by APPLICANT, ST9eF Bm Wimm 7%:

1) | herety confirm that 5l detalls in this Form are True to the best of my knowledge. Any false staloment will render my Applicstion & ongoing assistance, H any,
lible for rejection/cancellation.

2 | sodemnity confirm that assistance, If recelved fram Koshika Foundation, will be usad only for the “purpose”, as stalad In this Farm, for which such assistance

was requestad by me,

3) | haretry confiom that | haee not & will pat in future, avall of reimbursement, in part or in fulf, from any other sourc=’employedinsurance company, of e smount
for which this azeittancs s redqoasied

V) ey = f o opm e B fod e fawrn S e s s ud we boofe W fream v wes s v W & @ W wee fee W e b
1) g W wEE i taiee st ® 5w §, sew e w6 wdv W gl & Gl few o, W w v o o b
1) 4 e v {5 T w &7 o i S of €, T of @ e @ e feen feeh s winfraendm weelt @ v w e @ o 2 @ wfae o A

AGREEMENT by APPLICANT { smres g %)

1] By affiging my signature or thumb impression on this Form, | (Appllcant) hereby agrea & authorise Keshika Foundation and i's Trustees (o
usapublshipul-upreproduce my name, address, phoio & detsits of the “purpose”, for which such assistance |s requested/granted, through any
medium, Including but not imited to verbal, print, slactranie, for saliching donations for Keshika Foundation andior disseminaling information about it's
solivilles/achisvaments. Such use of my photo & delails can be made by Koshika Foundation before or after my treatment or fulliiment of the "purposa”
for which assistancs & being requested.

2} 1 (Apptieant) further agres that any such use of my name, address, pholo & detalls of the “purpose”, for which such essistance is requestedigranted,
will el sulomatically entitie me for receiving or continuing the said assistance. The decision for granting and/or cenlinuing the assietance will rest solsty
wilh ihe Trusiees of Koshika Foundation, and their decision is this regard will be final and acceptable io me.
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AGREEMENT by HOSPITAL (Wesee §m i)

By affixing hereundar, signalure of our Authorlsed Signatory lor recommaending (his case/patient for financial assistance from Koshika Foundaiion, we
(Hospital) heraty affirm & accept fallowing:

1) that we nelther are presently nor will in future avall of financial assistance from ancther NGO or any athar source, for the same patient/case, as we ane
requesting to gat from Koshika Foundation, tn the extent that such assisfance is granted by Koshika Foundation. If the requestod asstetance 18 not granied
try Koshika Foundation, in gart or in full, then the Hospital reserves it's right io make up the shortfall from anather NGO or any other source, This
confirmation essentiafly states that (he Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
2} The assistance from Koshika Foundation is only finAncial in nature. The choles of the reatment'procedure advised/conducled by the Hosplial on the
patient, is based on the arangemaent betwasn the patient & the Hospital, and i In no way influenced by Koshika Foundafion. Hence. the Hospital will
assuma =ole & complela responsibliity of the treatment & I's outcome & salety of the patient, and Koshika Foundation will have no role of responsibillty
in the matter
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