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1) I hereby confirrn that 2N delails in this Form are True 1o the besi of my knowledge. Any falss stalerment will render my Application & orgoing assistance, if any,

liate lor repectionicanodiation, ) ]
2 I sobomnly confirm thal assislance, if received ram Keshika Foundation, will be used only for Ihe “purpose”, as stated in thes Farm, for which such assistance

was requersied by me.

3] | hereby confirm thal | have nal & will not in fulare, svait af reimbursement, in part o in full, fiom any other sourcefemployarinsurance company, of Ihe amounl
for which this sasistance is reguested
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1} By affixing my signatura or thumb impresslon on this Form, | (Applicant) hereby agree & sutharlss Koshlxa Foundation and t's Trrsteas to
usefpublishipul-upreproduce my name, address, phote & delails of the “purpase”, for which such asslstance Iz requesiadfgranted, throwgh any
rregrcdilomy, dncluding bul nol limited to werbal, prind, elegitonic, Tar sallelling dormations for Koshilka Foundation andfor disseminating infomation aboul it's
acitviliestachlevements. Such use of my pholo & detalls can bo made by Koshika Foundalion before or after my treatment or fulfilment of Ihe *purpose”
for which assistence {5 being requestsad.
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will not automatically enlitla me for receving ar conbinuing the said assistance The decisian for granting andfor eontingiceg the asokstarda will rest solely
with the Truzless of Koshika Foundation, and their degision is Lhis regand will be final and acseptabla to me
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By affixing hereundar, signature of cur Authorisad Signatery {ar recommending this casel/patient for financial assistance rom Koshika Foundalion, we
(Hosplial) hersby affirm & ecoepl following:

1) that we nailher are presenlly nor will in fuiure ovail of finoncial assistance frgrm angther NGO ar gny other spurce, fo the same patient'case, a5 wa are
requasting Lo gal fiom Keshika Foundation, to ihe ex1ent [ha! sush assistance is granled by Koshika Foundalien. |F the requasted sssislance is not granled
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patient, s based on the arangement batween the patiert & 1he Hospital, and is in na way Influgnced by Koshika Foundalion. Henga, the Hospilal wilk
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