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DECLARATION by APFLICANT: 3WHTF TM ST ¥E:

1} | herabry eonfirm that all delails in this Form are True to the best of my knowledge. Any false slatement will render my Application & cngoing sssislance, If any,
[table fur rejeclonicancallation.

27| sebemnly confirm that sssistance, if received from Koshiks Foundation, will be used only for the “purpase”. as stated in this Form, for which such assistance

was requasted by me,

3) | heraly canfimm that | have nol & will nal in future, avail of reimbursanment, In part ar in full, from any other sourcaemployerinerance company, of the amaunt

for which this assistancs Is requasted
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AGREEMENT by APPLICANT [ ¥TE% g0 47

1) By affcing any slanature or thumb impraession on this Form, 1 (Applicanl) hereby agres & autharise Keshlka Faoundatlen and it's Truslees o
wseipUbdishipul-upfreproduce my name, address, pholo & delails of the "purpose”, for which such assistance is requested/granied, thraugh any
medivm, including bul nal limited to verbal, print, electronic, for sallciting donatlons for Keshika Foundation andfor disseminating informaticn about it's
acliviliestachievements. Such use of my phola & details can be made by Koshika Foundation before ar after my treatmant ot fulfiment of the “purpose”
tor which assistance is being requested.

23 | thpplicant) furlher agres that any such usw of my name, address, pholo & detslls of the “purpose’, for which such agsistance is ragquesladigranled,
will not automatically entille me for receiving o sentinuing the said assistance, The decision for granting andéer eonlinulng the assistance will resl slely
with the Trustees of Koshika Foundation, and ther decision is this regard will ba finzl and accaplabla 1o me.
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AGREEMENT by HOSPITAL { #9mT BT +IE)

By affixing hareunder, signalure of our Authorised Signatery lor recommending this caselsatient for finandal assistance from Koshika Foundabion, we
{Hospital) hereby affirm & accepl fallowing:

13 that we neither ere presently nar will in future avail of finandel asslstance fram anothar NGO or any other source, for the same palienticase, as we arg
raquesting to get from Koshika Foundalion, to the extent thal such assislance is granted by Koshika Foundatian, Il ine requested assislance is not granied
by Koshika Foundation, in parl or in full, then the Hospital reserves il's right to make up the shortfall from anotner 8GO or any other source. This
confirmation essantially states that the Hospital wil nol avail any duplicate assistance for the seme patkent/cass from any ather NGO of any other source,
2} The assistance from Keshika Foundation is only Tinancial in nalure, The choice of the reatmenUprocedure advisadfconducled by the Hospital ¢n the
patient, s based an the amanpement between the palkent & the Hospilal, and is in no way influenced by Koshika Foundatlon. Hence, the Hospital wil

assume 3ole & complels responsibility of the treatment & IU's outcome & salety of the patlert, and Koshika Foundalion wilk have ne rale o Fesponahility
in e matter.
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