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CECLARATION by APPLICANT. =&=% 1 9o w3:
1} | hareby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongeing assistance, if any,
lisble for rejectionicanceliation.

2} | soipminly confirm that assistance, i recelved from Hoshika Foundstian, will be used anly for the “purpase”, as sisted in this Farm, for which such assistance
waE raguested by ma.

31 | heratyy confirm that | have nal & will net |n futurs, avall of relmbursement. in part or |n full, from any ather sourcelemplayeninsurance campany, of the ameunt
for which Ihis assistance is requasted
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AGREEMENT by APPLIGANT (3% 370 =07)

1) By affixing my signature or thumb impression on (his Farm, | (Applicant) hereby agrae & authories Keshika Foundation and It's Trustess to
useinutish pul-upireproduce my name, address, pholo & details of (he “purpase”, lor which such assistance is requestedigranted, through any
medlurn, including but not limited 1o verkal, print, electronle, for seliciting donatlens for Keshika Feundation sndlor disseminating information about it's
acllvitiesiachievemants, Sush usa of my photo & defails can be made by Keoshia Fousdalion bafore or after my treatmant of fulfilment of the *purpose”
far which assisiance is being reqguesied,

21| (Applicant) further agres that any such use of my name, address, photo & detalle of the "purpase”, for which such assisiancs |3 requasied/granted,
will not auiomatically entile me for recelving or eonfinuing the ssid assistance. The declelon for granting and/er continuing the assistance will rest soialy
wilh the Trustess of Koshixa Foundatian, and thair dectsion is this regard will be final and acesplable to ma.
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AGREEMENT by HOSPITAL (wm= T 07)

By affining hereunder, stignalure of aur Authodsed Signatory far recommending (his case/patient for linancial assistance from Koshika Foundatian, wa
[Hospital) heraby affirm & accept following: )

1) thast wa neither are prasently nor wll In fulure avail of financlal asslstance Irom snother NGO br shy ether source, for the same poflentéane, as wi are
requesting to get from Koehika Foundation, to the extent that such assistance is grantad by Koshika Foundation. If the requested asststanca is not grandad
by Kashika Foundatian, in part or |n full, then the Hospltal reserves I('s right ts make up the shortfall from another NGO or any other source. This
eanfirmiation essentizlly siates that 1he Fosplinl will not avail any duplicate assistance for the same patient/casa from any othar NGO or any othar source
2} The assistance from Koshlka Foundalion is only financial In nature. The choice of the treatmentipmeedurte advisadiconducted by the Hospital on the
patient, is bassd on the arangament between the patlent & the Hospital, and is in no way influenced by Keshika Foundation, Hence, the Hospital will
assums soe & complete responsibility of the treatmant & H's outcome & safety of the patiant, and Koshlka Foundation will have no rols or reeponaibiliny
i fe mialier,
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