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DECLARATION by APPLICANT. #RE® EXT Som Ta:

111 hereby confirm that all delails in this Fom ate Trus to 1he best of my knowledge. Any false statement will render my Application & ongeng assistance, if any,
liatha for rejecionicancallation.

23 | solamnly confirm that assistance, if received from Keshika Foundation, will ba used only for the “purpse’, as slated in thig Form, for which such assislance

was reguasted by me,

3] | hergly confemn that | have nol & will not in fulura, avail of reimbursemranl, in part or i full, Tram any other sourssiemplaverinsurance company, of the amaunl

fes wihich this pesisiance i requested,
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AGREEMENT by AFPLICANT [MHe® g F0)

1) By gflixing my signalure or humb Impression on this Form, | (Applicant) twraby agree & aulthorize Koshika Foundation end it's Truslees o
wselpubllshfpul-upireproduce my name, address, phata & delals of the “purpase”, for which such assislance is requestedigranted, hrough any
madium, including bul not limited 1o verbal, pring, alecimonic, for selicilng donations for Keghika Foundation andior disseminating informaten about iTs
aclivitiestachievements. Such use of my photo & details can ba made by Koshika Foundation before or attar my treatment or fuflllmant of Ihe *purpase’
for which assistance is being requested.

2} | tAgplicant) further agree thal any such use of my name, address, pholo & detalls of the ~purpase”, for which such assistanca 1s requestedfgranted,
will not autematically entitle ma far receiving or continuing the said assistance. The decishin for granllng andfor conlinuing the assistance will rest solaly
with the Truslees of Kashika Foundation, and their decisian I this regard will b final and acceptabls o ma.
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AGREEMEHNT by HOSFITAL [ ¥ grr W)

By affixing hergunder, signature of our Authorized Signatory for recommending Ihis casefpalient for finarcial assistance from Kashika Foundation, we
[Hospital) heraby affirm & accapl following:

1] that wa neither ara prasantly nor will in future avail of financlal assislance [rgen anpther NGO or gy other source, fer the same patienl'cese, a5 wa are
requesting ta gel from Koshika Foundation, (o the extent ihat such essigtance is granted by Keshika Foundation. If the requested asststance is nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's righl 1o make up the shodfall trem anather MGC or any other saurge. This
canfirmation essenlially slates that the Hospltal will not avail any duplicale assislance far tha same palienticase from any other NGO or any other source
21 The assistance from Keshika Faundation is anly finangial in nature, The chaice of the trealment/procedure advised/conducled by the Hospital on Ihe
patien, iz based on the arrangement between the patlent & the Hesoital, and is In o way influshced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibllily of the Irestlment & it's cutcome & salety of the patiant, and Koshika Foundation will have no rale or respongibillty
it ther matler.
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