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DECLARATION by APPLICANT: ¥HE® §1 drrm 1.

13 | hereby conlirm thal all datails In this Form are True to the best of my knowdedgs, Any false stalement will render my Application & onpoing asslglance, if any,
lizsbile o rajectionfcancellatian.

2} solemmly carfirn thal assistanca, if received from Keshika Foundation, will be used only for the “purpase”, as slated in this Form, ior which such assistance

was requested by ma.

33 | heraby confirm thal | have nod & will nat in futura, avail of reambursament, in part or in full, from any otner soursefemployerninsurance company, of the amaunt

far which this A55IE1ANCE i3 rEqUEYHEd.
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AGREEMENT by APPLICANT {smice §a1 1)

1} By affiing my signature or thumb impregslan on Ihis Farm, | [Appllcanl) hergby agree & authorise Koshika Foundation and ir's Trustees t¢
useipublishiput-upireproduce my name, address, photo & delails of the “purpose”, Tor which such assistance is requestedigranted, through any
medium, including bul ngt imlted 1a veroal, print, slactronic, for sellciling donalions for Kashika Foundalion andlor disseminating infermation abaul it's
aclivitiee!achlevements. Such use ol my phala & details can be mada by Koshika Feundailen belore o aflar my treaimenl or fulfilmanti of the “purposa®
for which asszistance kg being requesied.

2] 1 {Applicant) lurher agres that any such use of my rame, address, phaote & datalls of Ihe “purpesa”, for which such assistance iz requestedigranted,
will nel autamatically enlile me for receiving of canlinuing the said assistance. Tha decision lor granting andlor continuing lhe assistance will rest salely
will the Truslees of Koshika Foundation, and their decision i3 this regard will be final and acceplable 1o me.
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APELICANT'S SIGHATURE OR LEFT THUME IMFRESEICN :

AGREEMENT by HOSPITAL (¥&IA BM W)

By affixing hereundar, sigrature of aur Authensed Signalory for recommending this casefpatiant for financial essislance from Koshika Foundation, we
{Haspital) haraby alfirm & sccapt ollowing

1) thal we reither are presenily nor will IR uture Bvail of financial assistanca from another NGO or eny other source, for the same palenticase, as we ardg
requesting ko get from Keshika Foundation, 13 the extant thal such assistance is granled by Koshika Foundalion. If the requesled assiztance 1= nol granted
by Koshika Foundation, in parl or in Jull, \hen the Hospilal reseres {I's right to make up Iha shortfall from ancther NGO or any other source This
corirmation essentially stales that the Hospital will nal avail any duplicate asslstence for lhe sama patientfcase from any ather NGT or any other scurce
7) The assistanca from Kaoshika Foundation is only financial in nalure. The chizce of the Ireatmentiprecedura advisedicenducied by tha Hospitat on the
patient, is based on the arangemenl balween the patent & the Hasplial, and is In no way influenced by Keshlka Foundalion Hence, the Hospital will
assume sole & complate responsibility of the traatment & IUs cutcome & salaty of tha patiarnl, and Koshika Foundetion will have no role or responsibility

in the matter,
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