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DECLARATION by APPLICANT: STE%% S Siaem 73

1) | hereby confirm that all detalls n this Form s True (o the best of my knowledge. Any felse statement will render my Application & ongoirg assisiance, 7 any,
ltabie for rejsction/cancaliation.

2) | solemnly confirm that sssisiance, f recaived from Koshika Foundsfion, will be used only for the *purpese”, 26 siated In ihls Farm, for which such assistance
was requastad Dy mi.

3) | haraby canlirm inat | heve nat & witl not in futers, svell of reimbursement, n part ar in full, from any oifer sourcefemployerinsurance compeny, of the amount
for which this ess=iance s reguesied
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AGREEMENT by APPLICANT (ses 51 %i71)

1) By affiking my signatiene of thumb impreasion on this Form, | (Applicent) hercby agres & aulhorise Keshike Foundation and it's Trustees o
uaedpublish/put-up/reprodice my name, address, photo & details of the "purposs”, for which such azsistanos = requestedigranted, through any
medium, including bul nat limiled to verizal, print, electranic, for sollgiting donatlons for Koshiks Foundatlan andlor dissaminatng [nformation sbout it's
aclivitiesiaohievements. Such usa of my phato & details can be made by Koshika Foundation before or afler my treatment or fullitment of the “purpase”
ot which as=istance | being reguestad.

211 (Applicant) furthar agree that any such use of my nama, sddrass, phato & delsils of the “purposa”, for which such assistance js reguesiedigrantad,
will ot automatically entitie me for recaiving or continuing the said assistance. The decislon for granting andior continuing fhe assistance will rest solely
with the Trusises of Koshika Foundation, and thelr dactslon Is-this regard will be final and acceptabla to me.
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By affixing hersundsr, signature of our Authorised Signatory for recommanding this case/palient for financial assistance from Koshika Foundation, we
(Hospital) heraby &ffirm & sccept lollawing;

1) that we neither are prasently nor will in future svail of financial essistance from enoiner NGO or any other source, for the same ;:mﬂ_anh'mn!!. a5 WE &rE
racuesting to get from Koshika Foundation, to the sxont that such assistance is granted by Keshika Foundation. If the requetted assistance is nol granted
by Koshika Foundation, In part or in full, then the Hoepltal reserves it's fight lo maka up the shortfall trom anather MEO or any olfer source. This
canfirmation sssantially states that the Hospital will not avall any duplizate assistanca for the same patiant/case from any other NGO or any other source
2} The asslstance from Koshika Feundation is only financial In naturs, The cholee of the iresimentprocedurs advised/conductad by the Hospital on tha
patient, is based on the arrangement betwaen the patient & the Hespital, and te in na way Influenced by Koehika Foundation, Hence, the Hespllal will
gssume sole & compiste respensibiiity of the tréatment & H's vulcome & safety of the patient. and Kashika Foundation will have na rale ar rosponsibility
in the matter.
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