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DECLARATION by APPLICANT. sToTs [T 9mer
1) | hareby confirm fhat all details in [Mis Form ara Trae o the best of my knowledgo. Any [aise statement will render my Appllcalon & ongoing assistance, i anvy,
lighle for rajectonicancel lztion.

23 | salamnly confirm that assistance, T rocsived frem Keshika Foundation, will be used anly far the "purppse”, as slated kn this Forn, for which such assistance
was requasted by me.

31 | hereby confirr that | have not & wil nolin ul g, @wad =l reanbarsement, in part o in full, from any other sourcetsmployerfinsuranca company, of Ihe amounl
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AGREEMENT by AFFLICANT { 5w gt w30}

1} By affixing my signature or lhumb impressizn en this Form, | {Applicant) hereby sgres & aulhorse Koshika Feundation and IV Trustees 10
usefpublishiput-uplrepreduce my name, address. phote & details of the “purpose”, for which such assistanse is raguastedigranted, through any
medium, inglirding bul not limited 10 verbal, prict. sleslranie. for seliciling donalions for Keshlka Foundation andfor disseminating informetion sboutil's
activitiesfachiovements, Such use of my pho'o & detads car be made by Koshika Foundation before or after my treatment o fulfliment of the “purpose”
for which azgistance is being raquesied
211 [:n.ppn:ant} further agroz Inal a7y such use of my name, addres:. phote & delalls of the “purpose”, for which such assislanca is requestedigranted,
will not aulematically enlile me for raceiving ar continang the said assislance, The decision for granting ardfor continuing the assislance will rest solely
wilh 1he Trusteas of Koshika Foundaton, and their decssien is this ragard will be fnal and aces ptable to me.
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AGREEMENT by HOSPITAL (@aer 510 )

By affixing hareundar, signature of our fulhznsed Signalaqy fas recemmanding this casefpatient for financial assistance from Koshlka Foundation, we
[Hospital} hereby affirm & accept follcwrg:
1} thal we neither sre presently nor will in uture avanl of financial assistance from ancther RSO or any other spurce, for the same palient'cese, B we o
requishing to gel frem Kashika Foundation, o the exlen lhal sLch assistanco is granted by Koshika Foundstion, I the roquestsd aesislance is not granled
by Koshika Foundation, in part orin full, then Ihe Hospital reserves il's right to make up the shartfall fram anolher NGO or any other sourca. This
confirmation essentially stales that the Flespital will not avail any duplicate assistance for Iha sama patlentcase from any othar NGO or any other source
2} Tha assistance from Koshika Faundatizn is aniy fransia’ in aature. The choice of the Ireatmentfprecedure advisadiconducied by Ihe Hospital on he
patient, Is bascd en the arrangement bateesn ine aatenl & Ibe Haspital, and s In no way inftuenced by Koshike Foundallon, Hence, the Hospilal wil

assume sale & comptely tasponsib ity of e reatment & itz cutcome & safely of the patlent, and Koshika Foundallon will have no role o respansiblliy
in ihe matter.
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