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DECLARATION by APPLICANT: STRTS & Smm s

1)1 harely eanfirm that all details in this Form are True lo the best of my knowledge. Any falss statement will render my Application & ongoing assistance, if any,
|isbée for rejectionicancaliation.

2) | sglemnly confirm that assisiance, if eceived fram Keshika Foundation, will b= used anly for the "purposs”, as statad in this Form, for which such esststance

was reguasied by me.

3) | harsby confiem that | ave nol & will natin fulure, avall of refmbursement, in part or n full, from any other soutce/employerinsurance company, of tha amoun
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AGREEMENT by APPLICANT (3w 2 %)

1) By affixing my signsture or Thumb impression on this Fom, | |Applicani) hereby agree & authoriga Koehika Foundatian and I1's Trustzes in

usefpublishipul-upireproduce my name, address, pholo & detalls of the “purposs”, Tor which such assistance is requestedigranted, through any

madium, including bid not limitad Yo verbal, prink, skectronic, lor sollciting donalions for Koshia Foundation andlar disseminating Information about it's

adivitesfathlevamants. Such use of my pholo & delalie can be mede by Keshila Foundation bafors or eiter my treatment or fulfiment of the "purpse’
for which assistance s being requasted.

2) | (Applicant) further agree Ihat any such uee of my name, address, photo & datalls of the *purpose”, lor which such ssalstance is requesiedigranted,
will rot automatically entitte me for raoeiving or canlinuing \he seid assistance. The dacision for granting andlor continuing the assistanca will rest solaly
with the Trustees of Koshlka Foundation, and thalr decision is this regard will be final and acceptable lo me,
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By aflicing heteunder, signature of our Authorised Slgnatory for recommending this case(patient for financial assistance from Koshika Foundstion, we
{Hospital) horeby sffirm & accept following:

1) that wa neither are presenily nor wiil in future avall of financial assistance from anothor NGO or any other sowroe, for the same patienticass, as we ara
requesting to get from Koshika Foundation, fo the extent that-such assistence is granted by Koshika Foundation, If the raquestad assistance is not granted
by Kashika Foundation, in part or In full, then the Haspital teserves [t's righl to make up the shorifall from anather NSO or any other source. This
ronfirmation essentlelly stales that the Hosphial will nol avall any duplicats assietance for \he ssma potienticase from any sthir NGO or any other sourcs.
2) The assistance from Kashika Faundation ks only finencial In nature, The chokoe of the Ireatment/procedure advised/conductod by the Hospltal an the
patient, s based on the amengemant batwaan the patient & tha Hospital, and is in po wey Influenced by Koshiks Foundalien. Hehes, tha Hespitsl will

assuma sole & complets responsibliity of the ireatment & it's outcome & saaty of the patient, and Koshika Foundation will have no role or responsibiiity
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