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DECLARATION by APPLICANT. i g wimmy) oy,
1) | horeby confirm Mal all defily in this Form are True to Ihe best of my knowledge Any false stalement will render my Application & ongoing assistance. if any,
labie for rejection/cancelisian,

2 | solemnly confirn that assistance, if recetved from Koshike Foundation, will be used only for the “purpose”, as stated In this Form. for which such sssistance
wis equasied by me.
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AGREEMENT by APPLICANT | s0ew gm %)

1) By affixing my signafure or thumb imprassion on this Farm, | (Applicsnl) heraby agree & sulhorge Koshika Foundalion and U's Trusiess 1o
wsaipublishiput-up/reproduce my name, address. pholo & details of the “purpose”, for which such assistance is requestedigranied, fhrogh any
medium, including but net limited 1o verbal, print, electronls, lor soliciting donations for Koshika Foundation andéor disseminating information about (s
activiies/achimvements. Such use of my photo & detaiis can be made by Koshika Foundalion before o after my beatmeni or hitfimant of the *purpose”
for wehich assistance is being requested.

2} (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance » requested/granted
will not automalically antitle ma for receiving or continuing the seid assistance. The decision for granting andlor continuing the sssisiance will rest solely
with 1he Trustees of Koshila Foundation, and their deciion i (his regerd will be final and acoeptable to ma
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AGREEMENT by HOSPITAL (wwme g )
By affising heraunder, signatute of pur Authorised Signatory for recommending this casa/pationt for financial assatance from Koshika Foundalion. we
(Hospital) hereby affirm & accept following:
1] thiat we naither are presently nor will in fulure avall of finenclal assistance from ancther NGO or any ather sowrce, for the same patienticase, as we are
requesting 1o got from Koshika Foundation, to the extent that such assistonce is granted by Koshika Foundsiion. If he requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospétal reserves (I's fight to make up the shortfall fram anather NGO or any other source. This
confirmation essentially states that the Hospstal will not avall any duplicate assistance for [he same patienlicase from any ofher NGO of any other souce.
2] The assistance from Koghika Foundation i only financlal in nature. The choloe of the freatmentiprocedune advisediconducted by the Hospital on the
patiant, ia based on the arrangement betwesn Ihe patient & the Hospital, and is in no way influsnced by Koshika Foundation Hance, the Hospital will

assume sole & complete responsibifily of the trestment & it's outcoms & salety of the patient. snd Koshika Foundation will have no role or responsibility
in the matier,
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