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1) 1 hereby confirm that all details In this Form are Trus i the best of my knowledge. Any false statemant will render my Application & ongoing edsistance. i any,
linbs for rejection’cancaiiation

2) | solemnly confirm that assistance, if recelved from Koshila Foundation, will be used anby for the "purpose”, a% stated in this Form, for which such assistance

was reguested by me.

3) | hasety confirm that | have not & will nat in future, avil of reimbursemant, inpar or in lll, froen sy other sourcalemployerinsurance comgany. of the amaunt

for which this assistancs i requestised.
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1} By affixing my signalure or thumb impression on Ihis Form, | (Applican] heraby agrea & aulborise Fupehiks Foundation-and it's Trustess o
usalpublishipul.uplrepinduce my name, address, phote & datails of the "purpose”, for which such assistance |s requestedigranted, throwgh any
medium, inchuding bul not limited to verbal, print, slectronic, for solisiting donations for Keshika Foundation andior dissaminating information about s
aciivitesiachisvements Such usa of my photo & detalls can be mads by Keshika Foundation before or after my ireatmant or fulfiment of the “purposs”
for which assistance is baing requastad

2) | (Appticant) further agrea that any such use of my rame, addrass, photo & detalls of the "purpose’ for which such assistance s requested/grantad,
will not aulomatically entitle me for reeeiving or continulng tha sald assistance. The decisian for granting ancdior eontinuing tho assistance will rast salely
with the Trustess of Koshika Foundetion, snd their decision i this regard will ba final and auceptable to me
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AGREEMENT by HOSPITAL (¥F= g =)

By affixing horeundar, signatura of our Autharised Sigratoey for recommending this caselpatient for financial assislance from Kashika Foundation, we
(Hospital) hajeby affirm & acoept folowing:

1) theal wir reiithvor are presently nor will it futuie avall of ingncial agsistance from another NED or any ather sourge, for the same patientioase, a8 we are
requesting to gol from Koshika Foundation, lo the extent ihat such acsislance is graniéd by Koshika Foundation. If the requested assisiance ks nol granied
by Kashika Foundation, in part or in kill, then the Hospital resarves it's nght [n make up the shartfall from ancther NGO or any other source. This
confirmotion essentially siztes that the Hospital will not svill any duplicate esslatance for the sama patienticase Irom any other NGO or any othar source.
2} The assistance from Koshika Foundation is only finsnclal in pature, The chivice ol tha reatmnlipocedurs advised/conducted by the Hospital on the
patient, I8 basad on the arangement between the patient & the Hospital, and i in no way influenced by Koshika Foundation. Hence, the Hosgpital wi
arsume sole & complete responsibility of the treatment & I's oulcome & safety of the patient, and Koshlka Foundation will have no role or responsibility

in the matier.
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