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DECLARATION by APPLICANT: S B W00 =5

1) | heraby confirm tha! all delsils in this Form are True fo the bestof my knawletdoe Any fales stalainent will rander my Application & ongoing assistance, Ilany,
lable for rejaationimanceliation.

2) | solemnly conflre: Uhal aseistance, I recalved frem Koshika Faundation. will be wsed only for the: "purpose™ g stated In thig Form. for which sucn assistance
was refuesied by me,

34 | herstyy confirm that | have fol & will not in fulure, gvall of reimbursement. in pirt or in W1, from any ofher sourcelemployasinsurance company, of e amount
far which thig essislance is requested
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AGREEMENT by APPLICANT ( stwes 3m 5m)

1) By affiming my signature ar thuml impression an this Form, | (Apelicant] hereby sgree & aulhorse Keshike Foundalion and if's Trusiees 1o

use/publishipul-unireproduce my name, address, photo & detaits of the “purpase”, for which such assstarnce 4 requestedigranted, thraugh any

medium, Inclrding but not lmited 1o varal, prnl, slecironis, for saliciing donalions for Keshike Foundation andicr disseminating information about it's

mtivitissiachisvemsnls: Such use of my pholo & detais can be mede by Kashika Foundalion Balere or aftar my treatmant or fuffilment of iha “purpose’

tor which assistance & being requestaen,

291 (Applicant) further agree 1hat any sueh uee of my nams, address, photo & deteils of the *purpoéa”. for which such assisiance is requestadigranied,

will pat Utormatic2ly antitie me for receiving or continuing the said sssistance. The decision for granting andior confinuing the assistance will rest sobaty

wilh the Tresiees of Keshika Foundation, and thair decision (s this regard will be final snd sceeplable to me.
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AGREEMENT by HOSPITAL (w=im& T8 =01)

By afixing harsunder, sigriature of our Authofised Slgnatory for recommending Inis caze/patiznl for financial assistance from Kaoshika Foundation, we
{Hospitai] kersby alfirm & accept following:

1) tnal we naither are presantly nor will In foture avail of financlal assistance from anothes NGO or sny ofher source, for Ine same patienticase, &5 we are
tequesting to get from Kashika Foundation, to the exient thal such assistance |s grantad by Kostika Foundation. If the requested assistance is not granisd
ty Keshika Foundation, In part or in full, then the Hespital reserves it's right to make up the shortisll from angther NGO or any other sourca. This
confirmation essentislly-states that the Hospital will not avall any dupiicate assistance fof the same palient/casa from any other NGO ar any ather sourca.
2} The assistancs from Koshika Foundation & anly linancial in nature. Tha chaice of the reatmant/procedure sdvised/conductad by (he Hospila! on ths:
patient, is basad on fhe amangement between the patient & the Hospltal, and i in no way influenced by Koshlka Foundation. Hence, the Hospital will
assume sole & somplete responsioiiity of the reatment & i's outoome & safety of the patient, and Koshika Foundslion will ave no raie or responsibility
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