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DECLANATION by APPLICANT: 3IRGE T8 ST vT:
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1)1 hesatyy conlinn that all delaits in this Form ana True 1o the best of mry knowledge. Ay Sk statement wil render my Applcation & ongoing assstance, 2y,
Iatie for reectionicancaliaion
2} 1 sclemnly conTenm Ihat assistance; if recened from Keshika Foundation. will be used onty for the “purpesa”, as stated in thes Farm, for which such assistance
was reguested by me
3) ) hansty coafim thal | bare nat & wall notin Adure. aval of eimbursement. i part orin full, from any other scurcelemployedinsurance company, of e amount
f0r whick fus Rssslarce is reguasied.
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AGREEMENT by APPLICANT ( 31Fic® 218 =41)

1) By affixing my signalure oc thumb impeession o Mg Form, | (Appiicant} henchy agree & authorise Koshika Foundation and it's Trustees to
useipublien'put-updreprdoce my name, address, photo & Getails of the “purpose”, for which such asssiance is requestedigranie, through ary
medum, Incluging but not limited 1o verbal, prnt, electronic, for soficiting donaticans for Keahika Foungation endfor dissaminating Information about il's
activibestachisvemants. Such use of my photo & details can he made by Koshika Fourdatica before or afer my treatment oe fudfimant of the “purpees”
for which assistance is bang requesied

2) | (Apptcant) furdnar agrae tial any such use of my NaMe, acdress, phota & detalls of the “purpose’, far whech such assislarce is requestadigrantec,
witf not automatcally entitie me for receiving of continuing the said assistanca. The decision for grantng andior continuing the assistance wil rest solely
with tha Truslees ¢f Koshika Fourdation, and thair decison is this regand wit ba final and accaplabée 1o me.
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AGREEMENT by HOSPITAL (womrE TIU 1)

By alfixing heraunder, signanure of our Authorised Signatory for recommanding ths caselpatient for financial assistance ram Kashika Foundaliva, we
(Hospital) heeaby alfiem & accapt following:

1) st we neilhar @re preseally nor wil in fulure avak of financlal asskstance from another NGOG or any other source, for the same patientcase, as we are
requesting o gat from Koshika Foundaticn, to the axtent that such asalstance & granted by Keshika Foundatinn. if the requesied assistance is nol granied
by Koshika Foundation, in part o in Tufl, then the Hoapital reséeves it's rght to make up tha shorfall from anather NGO or any other saurce: This
confirmabon esseniially stales thal the Hospitst will not avail any duphcate assistancs for Ihs samea patienticase from any other NGO or any oTher sourcs
2) The assistance from Xashika Fourdlation is only fissncial in nsture. The chowe of the eatmentiproceduns sddsedconductec by tha Haspiial on tha
potien|, is based on the arrangement between the polient & the Hospital, and is i no way influsnced by Koshika Foundalion. Hence, he Hospital will

" assume soke & compiete respecsibylity of the treatment & it's outcome & safety of the palient, and Koshika Foundatian will have no role or responsaisty
n the mater.
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