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DECLARATION by APPLICANT: srdcs gt <oy =:

t) | hereby confiem that ail detalls In this Form are True o the best of my knowledge. Any felse statement will render my Application & onanG assistance, if any,
liabie for mfsction'cencellation.

2} | solemnly confirm thal assistance, [ recejved from Koshika Foundation, will ke used cnly for the “purpass”, as stated in this Form, for which such sesistance
wiag raatestod by me

3) | heraby confirm that | havs not & witl nat infuture, avall of reimbursemant, in part er in full, from any other souroemployer/insurance company, of the amount
forwhich this assisiance is reguesiod,
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1) By affixing my signoiure or thumb imprassion on this Form, | {Appicant) heraby agree & slthorise Keshika Foundation and it's Trusiees in

uselpublishipul-uplreproduce my name, address, photo & details of the “purpees”, far which such assistances i requesisdigraniad, through any

medium, including bul it fmited to varbal, print, slestranic, for selisiting donations for Koshika Foundation and/or disseminsling information about i's

aolivitiss'achievements. Such uso of my phota & detalis can ba made by Koehiks Eaundation befers e afler my treatmant or fullimant of the “purpose”
for which assistance is being requested,

2} | {Applicant) furthar agree thal any such use of iy name, sddrees, photo & detalis of the *purposs”, for which such assistance is reguesied/granted,
willl not automaticaily enlitle me for receiving or continiing the said azsistance. The dacision for granting andlor sonlinuing the assistance will rest solely
with Ihe Truslees of Koshika Foundation, and their desision i ihis regard will bo finaland scorptabis to ma.
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AGREEMENT by HOSPITAL (e 0 wat)
By affixing hereundar, signature of our Authorised Signalory lor recommanding this case/galient for financial assistance from Keshika Foundatian, we
{Hoeplizl) hereby affimn & accest following:
1) 1hat we neithar ara presanlly nor will in future avall of fineancial assistance from snofher NGO ar arty other source, for the seme palisnticsse, 85 we ars
requasting to el from Koshika Foundation, io the sxtent that such assistance iz granted by Koshika Foundation, IFtha riqueeslisd aEsistance is nal granled
By Kashika Foundslion, In part of In full, then the Hoapltal roserves s right 1o make up fhe shortfall from ancther NGO or any other source, This
confirmalion essentlally states that the Hosplial will not avall any duplicats assistance for (he sama patienticaza from any other NGO ar any other sourna,
2} The assistance from Koshilka Foundation is enly financial in nature. The sholce of the trealmentiprocedure advised/conducted by the Hospltal on the
patient, |5 based on the arrangement batwean the patient & the Houpital, and & in na woy influsnced by Koshika Foundstlan, Hence, the Hospltal will

assume sole & complate responsibiity of Iho trestment & It's autoome & safety of tha patlent, tind Koshika Foundatlon wil have no rolg ar raspensibility
im the matter.
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