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DECLARATION by AFPLICANT: 08T &0 SHm 73,

1} | hereby conbirm that gl details in this Form ara Trig b tha bost of my knowdedge. Any fafse stalement will render my Application & cngeing assislance, if any,
liable Tar rejectonfcancallaton.

771 | sobemnly confirm that assislance, it recalvad from Keshika Foundation, will be used only for the “purposa”, as stated in thas Form, lot which such asslslance

was neguested by me.

3 | heraby cordirm that | have not 8 will not in fulure, avail of reimbursamant. in part of it full, from any ofner suupcelamployarfinsurance company, of the amounl

for which this pegislance i requashad.
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AGREEMENT by APPLICANT {smiTs Zw #10)

1) By effixing my signatura or thumb impresslon on this Form, | {Applicant) hereby aqres & authorise Kpshika Foundalion and it's Truslees lo
usaipublishiput-upirepreduce my name, address, photo & details of the "purpose”, for which such assistance is requasiedigrantad, thraugh any
modium, Including tul nol limiled 19 verbal, print, eloclronic, for soliciling donaling for Kashika Foundation andfor dissemingling informalion about il's
aclivitiesfachievemants, Such use of my photo & details can be made by Kashika Feundatlon belore o aRer my treatmenl or fulfilment of the “purpose”
for which assistance is being requested,

2) | (Applicant) further agree thal any such use of my nama, address, phota & delails ol the “purpess”, for whigh such assistance is requesledigranied,
will nol autemalically entitle ma far recelving or continuing the said assistance. The desisicn for granting and/or continuing the assistance will resl solely
wilh Ihe Trustees of Koshika Foundation, and their decision is Ihis regard will ba final and accaptable o ma.
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APPLICANT'S SIGHNATURE OR LEFT THUMB IMPRESSION

AGREEMENT by HOSPITAL (gam §@ %)

By affixing hargunder, signature of our Authorised Signalory for recammending ihis casefpalient for inancial assistance from Koshika Found ation, we
[Hespliah hergby afitm & accapl fodlawing:

1) Ihal wa naither are presently nor will In futura avail of financial assistance from another NGO or any olher source, for the same palienticase, a5 we afe
requesling 1 get from Koshika Faundalion, 1o lhe extent that such assislance is granted by Koehika Foundation, Il the reguested assistanca is not granted
by Koshika Foundation, in parl of in full, than the Hospital reserves it's right lo meke up the shortfall irom andther NGO or any cther sourga. This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the seme palienticase from sny clher NGO or any other sourte
2} The assistance from Keshika Foundation is only financial in nature. The cheice of the eatmentiprooedurs advisediconductad by the Hospilal on the
patient, Iz besed on tha arangemeant between Ihe patienl & 1he Hospital, and is in no way influsnced by foshiks Foundation. Hence, the Hospital will
assume sobe & complete responsibilily of the traalment & it's oulcome & safaty of the patieni snd Koshika Foundation will have no role o responsibility

in the matter.
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