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DECLARATION by APPLICANT: ST B T 1:

1)1 hereby confirm that all details in fhis Farm are True 1o the best of my knowledge. Any false statement will rander my Application & ongoing aselstanca, Il any,
|iabis for rejection/cancallation.

2) | solemnly confirm thal assistance, i received from Koshiks Foundation, will be wead only for the "purpass®, ag siated in this Form, for which such assistancs
was reguestad by me,

3) | hereby confirm that | have not & will not in futurs, avall of reimbursement, in pant ar n full, frem sny other sourcelemployerinsurance company, of the amount
for which lhis sssisignce s requesled,
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AGREEMENT by APPLICANT (sa9=% 20 %)

1) By affixing my stanature of thumb impression on this Form, | (Applizant) hershy agree & suthorise Koshlks Foundation and if's Trustees to

use/publishiput-upfreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requesied/granted, through any

medium, Incfuding bul not fimited to verbal, prinl, electroni, for soliciing donations for Keshika Foundation zndfor disseminating Information ebout it's

gotivitiestachievements. Such use of my photo & detaiis ean bo made by Koshiks Feundalicn befors or sfter my treatment or fulfimeant of the “porposs”
for which assistance s being requested.

24 | {Applicent) further sgree that amy such use of my name, address, pholo & details of the “purpose’, for which such assistance is requesisd/granted,
will nol automaticaily entitle me for receiving or cantinuing the said assistance. The decision for granting andler contipulng the assistance will rest aolaly
with the Trustees of Keshika Foundation, and their decision is this regard will ba final and accepiable to me
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AGREEMENT by HOSPITAL (wimms g 00)

By affizing hereunder, signeture ofour Authorised Signaiory for recommending this case/patient for financial azslstance from Koshika Foundatian, we
(Huspitzl) harety affirm & sccepl mllowing:

1) that we nalthar are prasently nor will [#1 I‘ulure gvall af financisl assistence from encther NGO or any other source, for the some petient/case, a5 we are
requasting 1o-get from Koshika Foundation, io the extent that such sssistance is oranted by Koshiks Foundation, If the requsstsd assistance is not grented
by Koshika Foundation, in part erin full, then the Hosplial reserves IF's right io make up the shorifall from another NGO or any vlher sourca. This
confirmation essentially siates that the Haspital will not avail any duplicate assistanca for the same patient'case from any ather NGO or any other sourca,
2} The assistance from Koshike Foundation is only linancial in nature. The cholce of the treatment/procedure advised/canducied by tha Hoepital on the
patlent, is bssed on the armngement hetwesn the patient & the Hoapitsl, and 5 in no way influencad by Keehilka Foundation, Hence, tha Hospital will

assumts sole & complels responsibility of the treatment & if's outcome 4 ssfaty of tha patient, and Koshike Foundation will have no role ar responsibllity
in the maties.
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