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1) | horety confier that all details In this Form are True o the best of my knowiedge. wmmnwwmlmmnm
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2) | solemnly confem that assistance. If recolved from Keshika Foundation, wil be used only for the “purpose”. as stated in this Foem, for wiich such assistance
wis roguesied by me

3} | hereby confiem that | have not & wil not in future, avail of rembursement, i pan or in full, from any other source/empioyerfinsurance company, of the
for which this ssslstance is requested.
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1) Ly atfiung my signgture or thumd impeession on this Form, | (Appecant) heredy agree & authorise Koshika Foundation and It's Trustees to

use pubiishiput-upiteproduce my namo, adcress, photo & detalls of the “purpose”, for which such assistance is requestod/grantod, through any

MEcum. Including but not imeted 1o verdal, prind, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

actvibos/achieverments. Such use of mry photo & detsls can be made by Koshika Foundation bofore or after my treatment or fuifisnent of the ‘purpose”
for which assistance is boing requested

2) {Applticant) furthor agree that any such use of my name, address, photo & cetals of the “purpose”, for which such assistance is requestodigranted,
wil not automatcalty entiie me for recening or continuing the sa¢ asestance. The decsion for granting andior continuing the assistance will rest solely
with the Trusiees of Keshika Foundation, and thair docision is this regard will be final and acceptablie %o me,
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AGREEMENT by HOSPITAL (vvm B %)

By aMxing hereunder, muwmwummmumwummmmmn
(Hospita') hereby affirm & accept following:

1) that we nedther are presently noe will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
roquestng o got from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaticn, If the raquesied assistancs is not granted
by Koshika Foundation, in part or in full, then the Hosptal reserves IUs right to maka up the shoetfall from ancther NGO or sny other sowrce. This
confirmaton essentiaily stales that the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundaton is only fnancial in nature, The choice of the treatment/procedute advised/conducied by the Hospital on the
patient, i based on the arangement batween the patient & the Hospilal, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsdiity of the trestment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
in the matter
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