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DECLARATION by APPLICANT: 2= 7F7 =men W

1} | hereby eanfirm that all detalls in thls Fonn are True to -e bast of my knowledge. Any false staterment vill rendar my Appl
linhle for rejection/canesitation.

2} I solemnly eonfirm that asslstance, if received from Koshika Foundation, will be used only for the “purpcse”, as stated in this Farm,

Was requasied oy me,

3} 1 heteby canfirm thal | have not & will net in futurs, avall of refmbursement, In part or in full, from any ather soercelemploverfinsurance com

for which this assisiance is requesticd.
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AGREEMENT by AFPLICANT (zmiew 50 =)

1] By efixing my sigrature or thumb impresaion on this Farm, | {Applicant) hersby sgres & authorise Koshika Feundation and It's Trustees 1o
veafpublishipul-up/reproduce my name, adaress, phalo & delails of the “purpose”, for which such-assisiance i3 requestedigranted, through any
medium, Including but not limited 1o verbal, print, electronic, for soliciling donations for Keshika Foundation and/or disseminating Information sbout its
activitiesfachievements, Such use of my photo & detalls can be mads by Koshika Foundation before or after my treatment or fullifment of the “purposs”
fer which assistancs is being requestad. :

2) | {Applicant) further agree (nal any such use of my name, addrese, pholo & detalls of the "purpose”, for which such assistance s renuested/granted,
will.not stlemstically enlitis me far recalving ar continulng the sald assistance, The decision for granting andor continufng the essisiznce will rast solely
with the Trustees of Koshika Founcation, end heir decision is this regard will be final and acceplable to me,
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AGREEMENT by HOSPITAL (3vTam o0 i)

By affixing herounder, signature of our Authordsed Skaratary for recommending this case/patient for finsnclal essistance from Keshika Foundetion, we
{Hoepital) hereby affirm & accept follcwing:

1} thiat we nelther are presently nar wil in fuluee avall of fingnelat assistance from anathar NGO or any olher source, far the same patienticase, as wa are
requesiing | el from Keshika Foundation, o the extent thet such essistancs iz gramled by Keshika Foundation, I the requesled assistance i= not granted
by Koghiiza Foundatlon, in part or Ir full, th2n the Hospltal reservas it's right to make ugo the shaellall lrom Sncther NGO or any ather sgurce, This
confirmatian essenifally slates (hat the Hospltal will nol avall any duplicate assizlance for the same patientcese from any oiher NGO or any ofher scurce,
2] The assizlanca from Koshika Faundation is only finansisl in nature, The cholce of the freatmentiprocedure advisediconducted by the Hospital on the
patient, is based on Ihe arasgement Getween tha patient & the Hespital, and is in no way Influencad by Koshika Foundation, Hence, the Haspital will
mssume sole & complete responshility of the treatment & s suteame & safsty of the palient, and Kashika Soundation will have no role of respansibifity

in the matter.
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