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DECLARATION by APPLICANT: STES T70 W 7x:
1] | hetnby confier thal ol detalls in this Form are True lo ihe besi of my knowledge. Any falsn stalermnent will render my Application & ongoing essintance, I any,
liabia for repechon/canceitation.

2) | solemnly confirm that nssistance, f recelved from Koshika Foundation, will be used only for the "purpose”, as staled In fhis Form, lor which such assistance
was requesied by me

3) 1 haroby confiom Bat | have not & will not in fulure, svad of remburemaent, o part o in K, rem sy othed sourcalemployediinsurancs company, of the amaount]
for which This assistance is reqoesied
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AGREEMENT by APPLICANT { sies g %t

1) By afixing my signalure or thumb impression on this Form, | (Applicant) hereby agree & authorise Keshike Foundalion and its Trusiees 1o
use/publihpul-upieproduce my neme, address, phalo & detalls of the “purposa”, for which such assistance s requestad/granted, through any
miesdiem, including bul not imiled 1o verbal, print, slecironic, for soliciling donations for Koshika Foundaton and/or disseminating inlormation about it's
potivities/achievements. Such use of my pholo & details can be mada by Koshika Foundation blors or after my trealment of fulliimant of the “purposs”
for which sssistance is besng requestad.

2) | [Applicant) turiher agres that any such use ol my name, addrosa, photo & dalails of the “purpose”, for which such assistance B requesied/gmniad,
will nat automatically entithe me for recaiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rost solaly
with the Trusiess of Kosteka Foundation, and their dacision is thia regand will be final ond acceptable o me
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AGREEMENT by HOSPITAL (wwm® gm W)
By affiong hersunder, signiatume of our Authorised Signatory for recommending this case’patmnt for financial ansistance from Koshdua Foundation, we
(Hospital) heredy affirm & accept following:
1) that wa nelther are presontly nod will in future svall of finRnclal asslstance from ancther NGO of any other solumos, fod the same patienl/cass, o8 we anhe
reguesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requesied assistanos 1§ not granied
by Koshita Foundation, i par of in full, Ihen the Hoapital reserves il's right 1o make up the shortfall from another NGO or any other source. This
confirmation essenbally states that the Hospital will not avall any duplicate assistance for the sama patisnlcasa from any other NGO or any other source
2) The assistence from Kashika Foundation is only financial in natura, The cholce of the restmenliprocedure advisad/conducied by the Hospital on the
patiant, s based on the armangsment batwean the patient & tha Hospital, and @8 In no way Influenced by Koshika Foundation. Hence, the Hespital will
assume sole & complele responsibiity of the treatmant & (U oulcoma & safety of the pathent. and Koshika Foundation will have no role or responsibility
i th maltar
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