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1}1 hereby confim that al dalails in this Form anz Tra to the best of my knowlkedge. Any false siatement will render my Application & ongofng assistance, of any,
liat#e lor repeciion/canceRation,

2} | solemply confirm that asslslance. it received from Keshika Foundation, will ha usad cnby for the *purpose”, a8 slated in this Form, for which such asslslance

was requested by me.

3} 1 herety confim that | Fave net & will not in futurg, avail of reimbursement, in par of i fulk, Trom any other sourcelempleyaninsurance company, ol the amgunt

far which this assistance is requestad.

1)ﬂ‘mm{hmmﬁﬁﬁmmﬂﬂmﬁﬁmmwﬂﬂiwﬁﬁfmqﬁwmwmtaﬁﬂﬁmﬁmnﬁmmh
2}ﬁmﬂmﬂﬁl“mﬁmmﬁm*.ﬂmmmi,mwmmwﬁﬂﬁﬁﬁﬁmuﬁm,#wmﬂmmh
3}ﬂ3ﬁ3mim1’q11migwmﬁﬂt,mmmmﬁﬁmmmﬁrﬁtmﬁmﬁﬁﬁmm&aﬂmtahwﬁﬂﬁmﬂﬁm

AGREEMENT by AFPLICAHT { ssive 7M 5]

1} By affixing my signature or thumb impresslon on Ihis Farm, | LApplicant) hareby agree & authorlse Hoshika Foundation and i's Trustaes o
useipublishiput-upireproduce my name, address, photo & details ol the *purpase”. lor which such assistance iz requestedigranted, through any
medium, including bul ngl Imlted Lo vertal, print. electronic, lor soliclling donalkons for Kozhika Faundation andior disseminating infarmalion apaul €=
activiiestachievements, Such usze ol my phola B delatls can ba made by Koshika Foundalion belore or afer my treatmenl or fulfiiment af the “purpose”
for which assislance /s belng requested.

2} | {Applicant) lurher agree that any such use of my name, address, photd & delalls of Ihg "purpose”, for which such assistence is requestedigranted,
will nel gulgrmatically enlitle me for receiving of canlinuing the said aselstance. The decislon lor granting andfer continuing the assistance will resl solely
wilh the Trustees of Koshika Faundation, end thelr decision is Lhis regard will be final and accaptable t me.
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AGREEMENT by HOSPITAL (¥R BT T}

By affixing hereunder, signature of eur Authorized Signatory for recommending this casefpalient far financial assistanca rom Kashika Foundation, we
[Hospitat) heraty aftirn & accagl fallawing

1] that we nedhar are presently nor will in future avail of financial Bssislance from anather KGO ar any other seurce, for the same patienlicasa, as we are
requashng 1o gel from Koshika Foundalion, to the extent that such assistance is grantad by Koshika Foundation. IFihe requasted assistance is notl granled
by Koshika Foundation, in part of in full, then the Hospital reserves it's right ko make up tha shorfall frem anather NGO or any other source. This
confimmation essenlially states that tha Hospital will not avail any duplicate assislance Ior the same palienticase rom any other NGO gr any clher source
2 The agsistance frorm Koshika Foundation is anly financial in natura. The cheice of the trealment!pracedure advised/canducted by the Hospital an the
patient, is based on the arrangemant between the patient & the Hozspital, and is in no way influenced by Koshlka Foundation Hense, the Hospital will
aszume sole & complete responsitilty of the wreatment & it's culcoma & selety of the patient, and Koghika Foundation will have no rgle or responsibility

in b matler.
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