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DECLARATION by APPLICANT: Sifzsr BT Wieom T7m:

131 hereby confirm that afl delails ir thks Fom are True to Ihe best of my knowladge. Any falsa statament will render my Appication & ongong assislance, if any,
lighle lor rejeclion'canceilabon.

2} | sglemnty confirm Ihat assistance, F recaived from Koshika Foundation, will be used only for the "purptse’, 25 Stated In this Farm, for which such essisfance

was requested by me.

31| hereby confim that | have not & will nolin future, avail of relmburssment, in parl or in full, from any othar soUrCelemployerfin sursncg campany, of the amoun

far which this assistance ia requestad.
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AGREEMENT by APPLICANT (e B0 %11}

1] By affixlng my signature or thumb imprasslon on ihis For, | (Applicant) hareby agree & authorlse Keshiks Foundatlan and it's Trustees to
use/publish/pul-uprepreduss My name, address, phote & delails of the “purpase”, for which such asslstance is requestedigranted, through any
medium, including tul nel Imiled 1o verbal, print, elecironie, for seliciling donalions for Koshika Foundation andtar disseminating Information zboul it's
actvities/achievements. Such use of my photo & datalls can be made by Kushika Foundation before oF after my treatran or fulfilment of the “purpose”
fr which assistance is being requesiad.

211 (Applicant) further agres thal any such use of my name, address, phala & datalls of the ‘purpirse’, for which such assislence is requestedigranted,
will not autematicaly entlle me for receiving or continuing the sald assistanca. The decision for granting and/or continuing he assistanca witl rast solely
wilh the Trusteas of Koshika Foundation, and their decleion is this regard will ba fingl and acceptable lo me.
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jin AGREEMENT by HOSPITAL (¥FRM M FH)

By effixing hereunder, signature of our Authorised Signatory for racommending Wis casedpaiient for inancial assislance from Keshika Foundation, we
{Hospital) heteby affrm & accept Iotcwing:

1} that we neither sre presently nor will in futlure aved of financial assistance from ancther NGO or any other source, for the same patienlicase, &s Wi an
requesting lo get from Koshika Foundation, 1o the sxdent that such assitance is granied by Koshika Foundation, If the requested assislance is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves ir's right to make up the shortfall from ancthar NGO or any other source, This
confirmailon essantially states that the Hospttel will not avell any duplicale sssistance for the same patignticass from any ofher NGO or any other source
2) Tha assistance from Koshika Foundation is anly Finencial in neture. The choice of ihe reslmentiprocedure advised/canducind by ha Hospiial on e
patienl, is basad on the srrangement between he pallgnt & tha Hospital, and |8 in ho way influenced by Koshike Fourdatlon Hance, the Hospital will
azeume sole & complete respansibllity of the tregtmenl & it's eulcome & sataly of the palient, and Kashika Foundation will have nie rale of rasponsibilily
in the maller.
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