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DECLARATICN by APPLICANT. e T S w;

1) | harsby confirm that all details n this Form are Trug i the best of my knowledge HAny false statement will rendes my Application & ongoing assistance, if any.
lisble: for rejectionicancelation.

) | soleninly confirm that aseistance, If recenvid from Koshike Foundation, will be used only for the “purpese’, a5 stated In this Form, for which such assistance

was mquested by ma.

3) | hersby confirm that | have nat & will net in fulurs, avail of refimbursemant. ingan arin Ll from any olher sourcelemployerinsurance company, of Ihe amount

for which this aesistancs is requEsiad,
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AGHEENENT by APFLICANT (e 5 Wl

1) By affaing my signature or thumb impressian an this Form, | [Applicant) hereby sgred & authoriza Keshika Foundalion and it's Trustees 1o
Usefpublishipul-upitspreduca my name, address. photo & detalls of (he "purpose” for which such assistance is requestedigranted, through any
madium, including bul not limeed to verbel, print, stectranic, for soliciling donations for Koshika Foundation andlor disseminating information about it's
activiliesigonievements, Such use of my phalo & details can be mads by Keshiks Foundation before o after my treatment or fulfiimant of the ‘purposa’
lar which assistancs: i baing requesied

2 | (Applicant) further agres that any such use of my nams, address, photo & detalls of the “purpose’, for which such assistance ls requastedigranted,
will not sutometically entitle me for receiving or continulng the said assistance. The decision for granting andlor continuing the assistance will rest solely
with the Trustess of Koshiks Foundation, and their decision |s this regard will be final and scceplable o me.
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AGREEMENT by HOSPITAL (¥wqam 50 (1)

By affing hetsunder, signanwe of our Authonsed Signatory for recommanding this casalpatient for financial assistance from Koshika Foundation, we
{Hospital] herety afiom & accept following.

1) that we neither ane presently nor will in future swail of financial assistance from another NGO or any other source, for the sama patlent/case, a8 we arm
requesling to get from Koshika Foundation, (o the extent (hat such aszielnnce is granted by Koshika Foundation If the requested assislanoe s not granted
by Koshika Foundabon, in gart or in full, then the Hospital resesrves [1's right to make up the shorifall from ancther NGO or any oiher sourcs. This
confirmation essentially states that this Hospital will not svail any duplicate assistance for the sama patienticase from any other NGO or any olher source,
2} The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advisediconducted by the Hospital on the
patisnd, ks based on the arangement between the patient & the Hospital, snd is In o way influenced by Koshika Foundation, Hence, the Hospital will
EEsUME 5ole & complate responsibllity of the treatmant & It's outcome & safiely of ihe palient, and Koshika Foundatlon will have no rale or respensibility
im the matles.
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