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DECLARATION by ARPLICANT: TIT%% T Wi s

41§ narety confirm that &l detaits in this Form are Trae to the best of my knowledge. Any false statement will render my Applicatron & ongoing assistance, If any,
ksbis oy rejection/cancellation.

2) | solemnly confirm that assistance, If received from Keshika Foundation, will be ussd only for the “purposa”, as statad In this Form, far which such asslstance

e rEueaied by me

3} | herwty condirm that | have not & will pat in future. @vall of reimbsrsemant, in pant o I full, from &y ofher sourcalemployerfnsursncs company, of the amount
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AGREEMENT by APPLICANT | e o0 wo1)

1) By affixing my signafune or thumb impressicn on tws Form, | (Applicant) hereby agres & 2uihonse Koshike Foundation and it's Trustees o

usa/publishipul-upirecrosuce my Name, address, photo & oetals of the “purpose”, for which such ssaasance is mquested/granted, through any

medium, Incliging but not limited {0 verbal, prinl eloctronic, far soliciing donalions for Koshika Foundation andior dissaminaling information aboul II's
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will not sutomatically entithe ma for recelving of continuing the Said assistance. The decisicn for granting andior continuing 1ha sssistence will rest solety
with the Trusi=ss of Keahika: Foundation, and their decsion i this regard will be final and scceplabe 10 ma.
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By affiing hesewndat, of our Auttormed Signatory for recommeanding this casel/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & accept following,
1) that we padber ate presently nor will in future avall of financial assistance from another NGO or any Gther source, for the same palient/case, a5 we are
reguesting to get from Koshiaa Foondalion. io this sxtent (hat such assistance is granted by Koshika Folhdation. If the requested assisiance |s not granted
by Woshlka Foundation. n part o in full, than the Hospital reseryes it's nght 1o maka up the shorttall from another NGO or any other source. This
confiermation ussantisly stales that tha Hospital Will nol avall any duplicate assistancs {or the same patient/case from any othar NGO or any other sourcs:
2) The sssistsnce from Koshika Foundation is only financial m nature. The choice of tha treatmanifprocedure advised/conducted by the Hospital op tha
pifient, & bassd o he smangement between the pation! & thé Hospilal, and s (v no way Influsnced by Koshika Foundatioh, Hence, the Hospital will
assume =ola & complale sessonsbility of the tresimenl & It's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibillity
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