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DECLARATION by APFLICANT: ¥THTW T/ Wreom 1a:

11| hereby confirm et 21 details in ks Form are True to the bast of my knowledge. Any false statement will render my Application & ongoing assistanca, it any,
liable lor rejectionfcancellalon. _

1 | gelemnily confirm hat assistance, i received Irom Keshlka Foundation, will be used only for the “purpose”, ag slated in thls Form, for which such assstance

was requastad by me.

3) | hergtoy coalinn that | have not & will not in fulure, avail of reimbursement, In paet of in fubl, from any other scurcaiemployerfinsurance company, al the amaurt

far which this sasistance ik requestad.
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AGREEMENT by APPLICANT { 3w+ TF 1T

1} By affixing my signalura or thumb impragsion on this Ferm, | LAppllcant) hereby agree & authorisa Koshika Foundaton and 1t's Truslaes 1o
use/publishipul-upireproduce my name, address, phote & details of the “purpose”, [or which such assistance is requestedigranied, Ihrough any
rradiurn, including buk not limited to verbal, prind, glectronls, for sedleiing donallens for Koshika Foundalion andfor dissemingling informalion aboul it's
activiliesiachieverments. Such use of iy phote & details can be made by Koshika Foundation belfore o after my treatment or fulfilmant of the "purpose®
for which azslstance ik belng requested

21 1 {Appllcant) ferher agree that any such uge of my name, address, phato & detalls of the "purpess”, for which such asslstance is requeszladigraniod,
will not aulomatically entille ma for recerving or continuing the sakd assielance. The decislon for graniing andfor conlinuing the assistanca will resl solaly
with 1ha Trustees of Koshika Foundstion, and their declsion | this ragard will be linal and agceplabla lo me.
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AGREEMENT by HOSPITAL | gommmr gra aamh
By affixing hereunder, signature of our Authorised Jignalory far recommending this ceselpatient lor financigl assistence from Kashika Foundalion, we
[Hospital} harahy afirm & accept following
1] Ihab wea narthar ame prasantly nor will in future avall of inanclal assistance fram anothar NGO ar any gther source, for lhe same patient'case, as we are
requesling 1 get from Koshike Foundalion, to the exlent Ihat such assistance is granted by Koshika Foundalion. |f the requested assigtance is nol granled
by Koshika Foundabon, in pard or in full, than the Hospital reserves it's right 1o make up the shanfall from anether NGO or any other souce, This
confirmaton assantially etates that the Hosepital will not aval any duplicale assislance for the same patienticase from any olher NGO or any olber souree
2} Tre asgistance rem Koshika Foundation ks enly financial in nature. The choice of the treatment/procedure advisedisonducted by the Hespital on the
patignt, 15 bused on the arangemenl between the patienl & the Hospilal, and is b ng way influenced by Kashika Foundstion, Hence, the Hospital will

Bssume sole & complete responsibility of the Ireatment & iCs putcome & salsty of Ihe patient, and Koshika Foundation will have ne rla o respansibility
in the matler.
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