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DECLARATION by APPLICANT: siETs By s s

1)1 herehi confirm thal all detalls In 1hls Form are True o ths best of my knowledgs. Any false slatemant will reader my Application & pngoing assistanoe, if any,
liahle for rejection/cancelation

2} | salemnly confirm thal assistanca, If recelved from Kashiks Foundsation, will be used anly for the “purpase”, as statad in this Form, for which such assistance
was requesied by me.

3} | heseby onofinm that | have not & will not in hilure, avall of reimbursement, In part arin-ul, from any other sourcelemploverinsuranas compary, of the amount
for which this assistance 15 requesied.
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1) By affhcing my s*gnatuse or thismb impression on his Ferm, | (Applicant) heraby sgroe & authorize Keshika Foundation and IU's Tristees io

use/pubiishiput-uisproduce my nams, address, photo & details of the *purposs’; for which such sssistanceis requested/grantad, irough any

medium, meluding but not imited to verbal, print, slectronls, tor soiiciting donatlons for Koshiks Foundatian asdéor disseminating information about it's

activites/achievements. Such use of my phate & details can ba made by Keshika Foundation before or after my treatment or fulliment of the ‘purposs”
tar whih assistance s being requested.

2} | (Applicant) lurther agree thal sny-such Use of my name, sddress, pholo & detalis of the "purpese”, for which such assistancs is requestedigranted,
will not automatically entitfe me for receiving or conlinuing thie £aid assistance. The dooision Tor granfing sndior cantinulng the assistance will rest solely
whb the Trustess of Koshika Foundation, and thelr decision I thia regard will b final and aoceptabls to ma:
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AGREEMENT by HOSPITAL (wwoms gm 3om)
By affdng hareunder, signelure of our Authorised Signatory far recommending this cass/patient for financlal assistancs from Koshika Faundation, we
{Hespitai} higreby affimm & accepl fallowing: )
1} 1hat we neither are prasantly nor will in future avall of finanssl psstetarnca from anothar NGO or amy ofher source, for the same patient/sase, 2% we are
raquesting to get from Koshika Foundation, lo 1he exlent that such asslstance is grantad by Koshika Foundation. If the requested assisiance ie nal granted
by Koshika Foundaton, in pad or in full, then the Hespital resarves iU's ight ta make up the shortfall from anothier NGO or any other source. This
confirmalion essentially states that the Hospital will notavall any duplicaie assistancs for the same patlant/caze from any olher NGO ar sny other source.
2) The assistance from Koshiko Foundation is anly francial In Aatuts. The choioe of this lisgtmenliprocedure advised/canducted by the Hospital on ihe
patient, s based on the arrangement batwean the patient & the Hospllal, &nd 15 in no way Inflienced by Koshila Foundation. Hence, the Hospita wil

aseums s0lo & complote responsibility, of the trestment & #'s outcome & safety of the pallsnt, and Keshikn Feundalian will have ra role ar fesponsibility
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