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DECLARATION by APPLICANT: STHTF T S w7:

11 | hereby confim that il delalls in this Famn ara True to the best of my knowledge, Any falsa statemant will render my Application & ongoing assislanca, il any.
liztla lor rejection/cancellation,

211 solamnly confirm that assistance, i received o Koshika Foundabon, will be used only for the “purpase’, as stated in this Fom, for which such assistance

was requasied by me.

3) t hareby confirn that | have not & will not in future, avar of reimbursement, in par or in full, from any other sounsefemplover/insurance compay, of ihe amoun

v which this pgsistance is raglasted.
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1) By alfixing my signature or thumi Imprasslon on this Form, | {Applicanl) hereby agree & eulhorise Keshlka Foundatlon and its Trustees lo
use/publishiput-uprraproduce my name, address, pholo & delafs of he “purpase’ for which such assistance is requesledigranted, through any
mediym, incduding bul nol limiled to verbal, prinl, akectroniz, for saliciting denalions for Koshike Foundation sndfor dlsseminating nfemation about ir's
activillesfzchievements, Such use of my phala & datails can be made by Koshika Foundation befora or after my treaimenl or fulfilment of the “purpose”
for which assislance is being requasted

2) | (Applicant) ludher agree thal any such use of my name, address, photo & detalls of the “purpose”. for which such assistance is requested/granted,
will gt aytemahcally entille ma for receiving or conlinuing the sald asslstance. The declslon for granting andfor continuing the assistance will rest sobely
with fhe Trustess &f Keshika Foondation, and Iheir decision |5 this regand will be final and acceptabde to me:.

1} ¥R YT W AT NETA A S W e e, A (amimw) st w9 gie v e wede oA T it o shiegy e s od T,
o, izt o W Feaem 1 o & W §, 90 “SM g =, T, TV (R gk @ o e A sveferd 3 fe it A v e

# warfig wed % g sfmEw € 2 T W fEw 9 v ® we W am R et wifmn el T ol s

21 & (w4 T £ e o T, T, TR i fewe @ fe w4 e ® onfde g o o W e ot e owm oA

“FiT T 28R el w0 Py sfm s s W)

APPLICANT'S SIGHNATURE OR LEFT THUMBE IMFRESSION -

AGREEMENT fry HOSPITAL (W gm %o}

By affixing hereunder, signature of our Authorised Signatory for recommending this casefpalient for financial assislance from Koshika Foundation, we
(Haspitaly hareby affirm & accapt Tollowing:

1} that wa nailher are presenily nor will in fulure avall of financial assislanca from ancther MGG ar any olher source, for the same palisnt/case, as we are
requesling to get from Koshika Foundation, Lo the extent thet such assistance is granted by Koshda Foundation. I the requested assistance is not granted
by Kashika Foundation, in part or in full, then the Hespital resarves IU's fght lo make up tha shortfall from anothar NGO or any ether seurce. Thig
gonfimmation eseantally states thal tha Hospital will not avail sny duplicate sssisiance for ihe same patienl/case from any olher NGO or any other soure.
23 The assistance from Koshika Foundation is anly financial in nelure. The choice of the Weatmenlprocedure edvised/conducted by the Hespital on ihe
palient, is based on the arrangement betweet the patiant & tha Hospilal, and is In no way nflusnced by Kashika Foundation Hence, the Hospltal wil
assume sole & complete responsikility of the reatment & it's outcome & safaty of the patienl, and Koshika Foundation will have no role or responsibility
in the maller.
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