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DECLARATION by APPLICANT: =&es g0 970 74:
1) | hereby confiem 1hat gl delsils in this Form ara True to tha best of my knowledee, Any false statement will render my Application & ongoing essistance; it any,
[imbée for rappotionicancnlation.

2) | sofamnly canfirm (hat asslstance. If recelved from Keshika Foundation, wil be used anly for the “purpose”, as statsd in this Farm, for which such assistancs
was requesied by ma.

3] I hereby confirm fhat | have not & wil nol in futurs, avail of reimbursemant, in part o in W, from any other saurce/employarinsurance company, of the amount
far which this assistance s raquested.
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AGREEMENT by APPLICANT (mmw T st

1) By sffising my signature or thumb impreesion on this Form, | {Applicant) hereby 2gree & sulhorss Keshika Foundafion and it's Trustees io
usipublishiput-upfroproduce-my name, address; photo & detaits of the “purpose”, for which such scetstance is raquested/grantead, through any
medium, Including tut not limited to verbal, prnt, slectranic, for soficiling donations for Keshiks Foundation andior disseminating Information abeut it's
aclivilies/zchisvements, Such use of my photo & detalls can be made by Koshikm Foundatlon balars or aller my treatment o fulflimant of the *purposs”
far which assistance |s being requested.

2) | {Applicani) furiher agres that eny such use of my name. address, photo & datails of tha "purpose”, for which sich assistance is requestedigranted,
will nat sutomatically entile me for recelying or conlinuing the said dssistance. The declelon for granting and/or continuing the assistance will rest uolely
wiih tha Trustees of Keshika Feundation, snd their decision is this regard wil be final #nd acceptabie fo me.
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AGREEMENT by HOSPITAL (wemms gm &)

By affixing hereunder, signaturs of our Authorbsed Sigralary for recommending Ihis casa‘patient for financial assistance from Koshika Foundation, we
{Hespital) heseby sffirm & sccopt follawing:

1) thal we mefther are presenty nor will in fulure svall of linenclal asststance from ancther MGD ar any other source, for the same patlanticase, a5 we are
requasting to gel from Koshike Foundation, to the axtant |hat sech assistance is granted by Koshika Foundation. [f the roquested assistancs is nol granted
by Koshira Faundation, in per or Im full, then the Hospital reserves e riabit e make up tha shartfall from apolher MGO or any olher sourca. This
confirmation essantlafly statas that the Hospital will not avall any duplicate zesistance for the same patienliczse from any other NGO or ary other soure.
2} The assistance from Koshia Foundalion ls only financial in nature, The cholee of the treatmentprocedure advised/condutted by the Hospital on the
petent, is basad on thearangement befwean the patient & the Hoopilal, and b in no wiry Influsnced by Koshika Foundation. Herca, ina Hospltal wil
assume sole & complete responsbility of the treatment & I's putcame & safety of the patient, and Koshike Foundation will have no rale o responsibility
in the maller.
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