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DECLARATION by APPLICANT: seos i dim w=:

1) | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false stetement will render my Application & ongoing essistance, if any,
Eahlz for relsction/cancellntion.

2) | salemnly confirm that assistance, f receved fram Koshika Foundstion, wil be used only for the *purpese”, & siatad in this Form, far which sich assistance
was requasied by me,

2) | heseby confirm that | have not & wdll not Tn future, avall of relmbursement. in part of in ful, from eny other sourcalemployerfinsurance company, of the smount|
for which this assstance i requastod.
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1) By affixng my skanature or thumb impression on this Form, | (Applicant) hareby sgtee & authoriss Kaskika Esundation and s Truslees to
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for which assistance ls being requested. )

2) | {Applicant) furiher agres Lhat any such uss of my name, address, pholo & detalls of the ‘purposa”, for which such assistancs |s requested/oranted,
will nal automatically entitle me for receiving or conlinuing the-said asskelance. The decision lar granting and'or continuing fhe assistnnee wil rest solely
with the Trusless of Keshikia Foundition, and thelr decislon is this regard will be fina! and acceptable to ms.
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AGREEMENT by HOSPITAL (w3vea w5
By affiing hareundar, signatura of our Aultharised Signatory Tar racommending this caselpallen| far financial assistance fram Koshika Foundation, we
{Hospils!) Fereby affirm & acespt following:
1] thint wa rsither are prosanily nor will in Tuture avail of insncis| asgistancs from soolher NGO aF any other source, far ths same patisntcase, as we are
requesting o gel from Keshika Feundatlon, to this gxtent that such assistancs |s granted by Koshika Foundation. If the requested assictantca is nol granted
by Keshlka Foundation, in part or in full, then the Hospital reserves It's right to make up the shortfall from another NGO or any olher source, This
confirmation essentinlly states [hat the Hospite! will not avail any duplicate sssistance for the sama patienticass from any olher NGO orany other source.
2] The esslsiance from Koshika Foundation is only financial in nature. Tha cheice of the trealmentprocedure advised/conducted by the Hospital an the
patisnt, is based on the arrsngement between tha patlent & the Hospital, and I8 in ng way influgnced by Koshlka Foundation, Hence, the Hosgpital will
assume sola & complels responsibility of the treatmant & it's cutcome & =afety of lha patient, snd Keshiks Foundatlon will bave na role or responsibiiity
in fhe matler.
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