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DECLARATION by APPLICANT: SRS 210 S 73:

1) | harsby confirm that all dateds in this Form are True to the bestof my knowledge, Any Talse staterment will render my Application & ongeing assistance, If any.
Jisble for rejecfion/cancellation.

2} | solemnly confirm that asststancn, If recatved from Koandka Foundation. will be used onty for the “purpose”, s stated in this Form, for which such assistance
was requested by me

3] | heveby conficm Ihat | heve not & will rol in futere, aval of reimbursemant, in par or nfull, from @0y oiher sourcefamployerinsurence company, of the amaum
for which this assitance = fequesied
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AGREEMENT by APPLICANT (smew g %)

1} By affising my signature o Thumb impression on ks Farm, | (Applicant) haraby agres & suthense Koshika Founcation and i's Trustees to

usalpublish/pul-upfroproduce imy neme, address. photo & detaits ol the “purposa”, lor which such assistancs (s roguested/granted, hrough amy

medium, inchiding but ne imitad 1o verbal, prnt, skectronic, for sollicitmg denations for Keshika Foundation andior disseminating Information about it's

mciivitiesipchievemants, Such use of my pholo & detals can be mada by Koshisa Foundalion pefore or after my trestmant or fulfiiment of the “purposs’
for which aszizlance i balng requesisd

2} | {Applicant) furiher agres that any such use of my name, addiess, photo & detalls of the “purpesae” for which such assistance is requested/grented,
will not sutomalloally entitle ma for recaiving or conlinulng e sald sssisance. The deciaion for granting and/er confinding the ossistance will rest solety
with the Trustees of Keshiks Foundation, gnd their dacision s this regard will ba final and accaptnble to ma
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AGREEMENT by HOSPITAL (Ew@ 10 F0)

By attng hareunder, signature of our Authorised Signatary tor recommanding this case/patient for inancial assistance from Keshika Foundation, we
(Hosplal) hreby affirm & sccept following

1) that we neither are presantly nor will in filurs akall of nanclal sssistance fiom anotier NGO or any other source, for the same patlent/case, as we are
reguesiing ta get fram Koshika Foundalion, o (ke sxienl that such assiglance |z granted by Koshika Foundation If ihe requesied assistance 38 not granted
by Koshika Foundation, in part or m fll, then the Hospital reserves its right to make up the shortfall from another NGO of any oftier source, This
eonfirmation essentinlly siates thet the Hosphel will not avall any duplicate assiatence for the dame patienticose from any other NGO or any other source.
2) Tha assistance from Koshika Foundation ks anly financial in nature. The cheice of he realmentiprocedure advised/conduciad by the Hospital on the
patienl, ks based on the amangement betweesn the patient & the Hospital, snd s in no way influsnced by Koshike Foundation. Hence, the Hospital will

asEume soie A complete respansibiily of the treatmant & It's outcome & safely of the patient, and Koshika Foundation will have no mis of responsiblily
in tha mintter.
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