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DECLARATION by APPLICANT. STETE [T Whey TH:

1} | hesaby confim that ai detaks in ihis Form ate True 10 1he best of my knowieoge. Any false stsiament will render my Application & ongoing assistance, f &ny
lintslg for rejechon’canciation

Z) | solemaly confirm thal assistance,  receved from Koshis Foundation, will be used only for the “purpose”, & stated in this Form, for which such sssistance
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1) By affing my signatute of thumis impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundaiion and il's Trustees o

usépubiishiput-uplreproducs my neme, sddross, phato & dotadls of the “purpose”, lor which such assisiance is requestodigranied, Ihraugh any

medium, including but not imited 1o verbal, print, electronic, for soliciing donations for Koshika Foundafion andfor disseminating information about if's

pothvithrsiachievements. Such use of my phole & details can be made by Kaghika Foundation balore or afier my treatment of futlimant of the “purpose”
for which assistancs @ baing requestad

2) | (Applicant) lurther Bgres (hal any such use of my name, nddross, photo & delalls of the “purpose”. for which such assistance 18 regussied/granted
will ot autarmatenily entitle me for receiving or continuing the sakd assistance. The deciston for graning and/or continuing the assistance will resi sobely
with the Trustees of Koshika Foundalion, ang thelr decison |s this regard will be finsl and acceptable to me
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AGREEMENT by HOSPITAL (weme on %U1)

By afMixing h 1ere of our Authoriyed, Signatory for recommending this casaipatient for financal assistance frem Kouhika Foundabon, we
(Hospltad) hereby’ L accepl following: A

1] thal we nalther s presently not will in fulure oveil of finencial sesiniance from snother NGO or sny other soufce, for the same patient'case, as we ane
requesting ko gl from Koshiks Foundation, o the exient thal such esaistance is granied by Koshika Foundation. I the requesi=d assslance i nol granled
by Koahi Foendation, in part ar in full, then the Hoapitsl roserves ir's nght 1o make up the shortfall from another NGO of any othet soutcs Thies
corfirmation essendially sintes that the Hospital will nol avall any duplicste assistance lor the same patient/case lrom any othet NGO or Bny other source
) Tha sssistance fram Koghie Foundaton i only financial in nature. The choico of the ireatmentiprocedura sdvised/conducied by the Hosplial on fhe
patient, bs based on the arrangsment batween the patient & the Hospital, and = in no way influanced by Koshika Foundation. Hence, tha Hospaal will
gasume sole & complols reaponsibiity of the ireatment & il's oulcome & safety of the patient, and Koshika Foundation will have no role o responsibsity
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