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DECLARATION by APPLICANT. ®T%s S 9%,

1)1 hevmby confirm that all detalls in this Form are True to the best of my knowledge. Any false stalament will render my Application & ongoing assistanca, i any,
Table for rejection/cancsliation,

2} | solemnly confirm that essistance, | recobved from Keshika Foundation, will ba used enly for the “plrpose”. a5 stated in this Form. for which such assistance

was requested by ma.

3 | herstry confirm that | have not & will ot In luturs, avail of reimbursement, in par o in ull, from By other sourcalemployerimsurance compary. of thi amount

for which Wl assmiance & reguesied.
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AGREEMENT by APPLICANT (=ps g %)

1) By affixing my signature of thumb impression an this Form, | {Applicant) haraby agres & suthorise Koshika Foundation and I's Trustess 1o
usafpublishipul-uplregraduce my name, sddrass. photo & dalais of the "purpose”, for which such essistance Is raguestedigranted, through any
medium, inchoding but not imited to verbal, pnt. slectronic, for solfclting denations for Koshika Epundation andler dissaminating information aboul it's
aolivivesschiavemeants. Such use of my phots & dalails can be made by Koshike Foundation before or after my trestmanl of ffliment of ihe “purpose”
for witich asalstance = baing requestad

2) | (Applicant] further agree inat any such vse of my rame, addrass, phole & detalls of the *purpose”, lor which such asslstance is requestad/granted,
will pot automatically entitle ma for recelving or conlinuing the said sssistance. Tha dacislen for granting andfor continuing the assistance will resi salely
(il the Trustees of Koshike Feundation, and their decision i this egard will be final and sccaptable 1o me
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AGREEMENT by HOSPITAL (F¥mt g %)

By nffung hereunder. signature of our Authotiset Signatory fon recammending ihis case/palent {or financial assistance lram Koshiks Foundation, we
[Hospital) kerety aflirm & sccapt following:

1) thast we niither s presently nor will In futire avadl of finAncial assistance from another MO ar any offer source, for tho same patienlcase, BS we are
requesting to gel from Koshiks Foundation, o the extent ihat such acsistanta &5 granted by Koshika Foundation if the requested assislance is nat granted
by Koshika Foundation, In part or in full, then the Hospltal reserves it's right 1o make up the shortfall from another NGO or any othar source. This
confirmation essuntiolly statee that the Hospital will not avel any duplicate assrstance for the same patienticase from any tiher NGO or sny ofher source.
2) The assistance from Hoshika Faundation is only financial in nature. The chaice of ihe treaiment/procedurs advisediconductad by the Hospital on the
patient, Is hased oh the arrangamant bistween the patient & tha Hospital, and is in no way influgnced by Koshika Foundation. Hence, the Hospital will
assume sole & complite responaibillty of the treatmaent & it's outcome & safely of the patiant, and Koshika Fourdation will have no rols or responsibility

in the mealles.
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