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DECLARATION by APPLICANT: e g i 13-

1} | heeeby confirm that 51l defalls in this Form ame True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for retection/cancetation,

2} | solemndy canfirm that assistance, If received from Koshiks Foundafion, wil ba used only fir the "purpase”, 84 staled bn this Form, for which such asslstance

was requesied by ma.

3} hereby confrm that | have rol Bowill not in lature, avall of reimbursement, in pan o in full, from any oiher sourcefemployerfinsuranss company, of the amoent

for which this assistance is requested. )
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AGREEMENT by APPLICANT (e g wa1)

1) By aflixing my signaturg or thumi impression on ifis Form, | (Agplicant) hereby agres & authorise Kestlke Foundaiion and it's Truslees 1o
use/publishiput-uplieproduce my name, Addrass, phita & detalls of the “purpase”. for whish such assistance is raquestadigrantad, through any
medium, including but not limied Lo verbal. print, slectronis, for spliciling donations lar Koshika Foundation andfar digseminating information about it's

activiliesfachievements. Such use of my pholo & defails can be mada by Keshiks Foundation bafore or slter my treatment or fulfimant of the "purpose®
for which ssslstance s being requested,

2] | (Applicant) further agree thal any such use ol my name, sddress, phota & details of the “purpase®, lor which such assistance |s requestadiaranted,
will not automatically enlitie me for recelving or confinuing the said assistance. The decision for granting andier continuing (ke aasisiancs Wil reat salely
wilh the Trustess of Koshika Foundation, and thait daclshon |s this regerd will ba final and soceplabla to me
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AGREEMENT by HOSPITAL (7@ T W)

By afficing hareundar, signilure of our Authorised Signatary for recommending Iy casalpatient for financial assismnes lrem Keshika Foundation, wa
{Hospital} nereby affimm & accapl fallowing:

1) thet wa nelthe: ara prasanily nar will in fulure svall of finencisl pssistance from snslher NGO or ony other source, for the sams patisnticase, &6 we are
requesling Io gat tom Koshika Foundation, to the extent that such assistance is granted by Koshila Foundation, If the requested assistance is nal grantad
by Keshika Foundation, in part of in full, then the Hospitsl reserves It's right to make up the shoetfall from anothar NGO ar any alher source, This
confirmalion essentfally states thal the Hespital will not avall any duplicale sssistance for the same patisnt/case from ary olher NGO or any other sourca,
2] The assistance from Koshika Foundation is only financin! in nature. The choice of the reatmontiprocedurs sdvised/eonductsd by the Hospits! &n ihe
patiant, |s based on the amangement between the padient & the Haspital, and s In no way influanced by Koshlka Faundation, Hence, the Haspital will

assime sole & complets responsibliity of the frestment & iUe outcome & sofiaty of the patisnt, and Keahika Feurdation wil Ravis nio fale ar raspansibility
in tha malter.
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