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DECLARATION by APPLICANT. 3EF T Sen 1o

1) | hergby confitm that all delalks In thés Form ara Frue to tha best of my knowledge. Anry false statement will rendar my Application & angeing agsistance, f any,
lizkle for rejectionicancelation,

23 | solemnly confirm fhat asslslancs, if received from Koshika Foundation, will ba uead only for Ihe "purpose”, e stated In this Form, for which such aselstance

was requesied by me,

31 | heraby confirm that | have nol & will rot In futurs, avail of reimbursement, in gan of In full, from any other scurceiemployRrinsurance eompany, of the amaunt

{or which this assistance it requasted.
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AGREEMENT by ARPLICANT { sios B0 10}

1} By affizing my signatura ar thumb impression on this Form, | {Applicani) hateby agree & aulhorise Keshlka Foundatlon and it's Trustees te
usefpublishiput-upfregroduce my name, address, phola & detaits af the "purpose”, for which such assistance is requeshadgrantad, through any
medium, includlng bul nod limited to verbal, grin, elactronic, for saticiting donations far Keshlka Foundation andier disseminating information aboul it's
actintles/achievements. Such use af my photo & details can be made by Koshika Foundalion befers or 2fter my treaiment or fulfilment of fhe “purpose”
for which assistance i% belny requested.

21 1 thppticant) furher agrae that any such usa of my name, address, photo & details of the “purpase’, far which such assistanse is requestadigranted,
will nol automatically entide me for recaiving of conlinuing tha said assislance. Tha dectsion for granling andfor conlinuing tha assistance wifl rast solaly
with Lhe Trustees of Kashika Foundation, and their declsion Is this regard will be final and acceptable to me.

i) TH TT W AT ke W A A e e, § (i) St wewta # g v O Cwin wedae sl it o afiee s R g T,
o, FiE 3R % T o v § it §, v Cwihnet T e, T, e R # A affafil s svefet @ fed fiedt o s e
!3!mﬁﬂﬁﬂﬂf-ml;Wilﬂimiﬁrﬁﬂmﬂimﬂnﬁmmﬂﬁ%h“mm“wmmil

21 4 (FETH) W am § wem ¥ s T, w9 s e o R T % ot @ mta # g9 o ane W R TR e v s o

"R TE Ta = = fol SRl weed

APPLICANT'S S5IGHATURE OR LEFT THUMB IMFRESSION :
wriTE % wEmE 1 Ay W fen

AGREEMENT by HOSPITAL (wimm g )

By affixing hereynder, signature of our Aulhorised Signalory for recommending this caselpatient for finencizl assistance from Koshika Foundation, we
[Hospilal) hareby afiimm 8 accept followlng:

1] that we neither are prasently nar will in future aveil of financial assistance from anather NGO or any other source, for the same patient/case, #5 we are
requasling 1o get from Koshika Foundalion, to the exien! (hal such sssislance |s granted by Koshika Foundation. If the requested assistance is nol granied
by Koshlka Foundation, in par or in full, then the Hospital reservas it's right o make up the shertfall fram another NGO ar any other source, This
confirmation essentially stales that the Hospital will not avail any duplicale assislance for the same patienticase from any ather NGO or any dther source
2] Tha assistance from Koshika Foundation is anly [nancial in nature. The choige of the treaimentiprocedure advisedicendusted by the Hospital on the
patient, is baséd on the amangement batwesn Ihe pallent & the Haspital, and Is in no way influenced by Keshlka Foundation. Hence, the Hospital will
assume sole & complele responsiblllly of the treatmeni & it's oulcome & sefety of the paliant, and Koshika Foundation will have o rele or responsibility
in Ihe mattar.
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