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DECLARATION by APPLICANT, ST&ES 20T Mo w1

1) | hareby corfirm that ail detads in this Form are True to e best of my knowledge. Any false statement will rander my Application & angaing assistance, &0y,
[inbie for refectionicancedialion,

2} | solemnly canfitm thet assistance; If received from Koshiko Foundation, will be used only for the “putpose”. a5 statad In this Form, for which such assistancs
waE requesiod by me.

3} | hereby confirm that | have not & will oot in future, avadl of rmimourssmEnl. in par o0 in fudl, from any cther scurcelemployerinsurance sompany, of 1he smount
far which this assistance s reguested.
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AGREEMENT by APPLICANT (s Zm wwv)

1} By affixing my signature or thumb Impression on this Form, | {Applicant) heraby agree & aithorise Keshika Foundation and iTs Truslsses 0

usalpublishiput-updreproduce my nams, addrass, pholo & datails af tha “putpces”, for which such assisisnce ig requested/granted, through any

medium, including but net limited to verbal, print, electranic, for soliciting donations for Keshlka Foundation andfor dissaminating Information aboul it's

aclivitieslachievements. Such use of my phote & details can be made by Koshika Foundalion bafore or shar my trestment or fullliment af tha “purpose’
for which asstetance is heing reguesiad.

2) | |Applicani) forther agrea that any such use of my name, address, pholo & dataits of the "purpose”, for which such assistance is raquestedigranied,
will not automatically enfitle me for receiving o contlnulng the said assistance. The decision far granting andior contlnuing the sesistance will rest soiply
wilh tha Trusiees of Koshika Foundation, and thair decision B this regard will ba final and accsplable o me.
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AGREEMENT by HOSPITAL (v gm Fall

By effxing hieretnder, signature of gur Authorised Signatary for recommending this case/patiant for financial assistance from Keoshika Foundstian, we
[Haspital) heraby affirm & scospt follawing:

1) that we neithas-are presantly nor will in future avail of nancisl essistance from another NGO or any other source, Tor the same patient/case, as we sra
requesting 1o gel from Koshiks Foundstion, to the extent Ihal such astistance is granted by Koshika Foundation. If the requested ascislapce is nol granted
by Kashlka Foundation, n part ar in full, ihen the Hespilel resarves it's right 1o make Lp the shorfall fram snother NGO or any ather sourde, Thig
confirmation essentially states that fhe Hospltal will nat avail any duplicsla asgistancs for the zama petient/case from any olher NGO or any aher soufoa
2} The azgistancs Irom Koshila Foundation is only financial in nature, The thalca of the trestmentiprocedurs advised/conducied by the Hespital on tha
patlent, i based on the artangement hatwean ife palienl & the Hospital, and is in no way inlluancad by Koshika Foundation. Hanaoa, the Hospilal will
aesUma sala & compiele resoonsibility of the trestmant & it's cutcome & safety of the patlent, ard Koshiks Foundatian will have no raia of responsiblity
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