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DECLARATION by APPLICANT: SSTs 301 W0 W3:

1) | heredy confirm that ail detais in this Foqm are True 10 the best of my knowiedgo. Any laise statement will render my Application & pngoing assmtance, if any,
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2} sukemnly confiern that aesistance, it received from Koshika Foundation, will bo used only for the “purpooe”, as stated in this Form, for wheth such assistance

was requested by me
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1) By affixing my signaturi or ilumb Impression on this Form, | (Applicant) heraby agree & sulhorigs Koshika Foundation and if's Trusteis o
use/pubiishipul-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requesied/granted, through sy
medium, including but not limitad to verbal, print, electranic, for soliciing donations for Koshika Foundation and/or disseminating information about it's
acthyes/nchiovomenis. Such use of my pholo A detalls can ba made by Koshiks Foundation before or after my irealment or fulliimant of the “purposa”
for which assistance (s being reguested,

21| (Applicant) further agree that any such use of my name, address, photo & details of the “purpese”, for which such esslstance is requested/granted,
will not aulomatically enfitle me for recetving or continuing the said assssiance. The decision for graniing ander continuing the assislance will regl golely
with the Trustoes of Koshika Foundation, nnd (hest dacision is this regard will be final and acceplablo to me.
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AGREEMENT by HOSPITAL (wwemm po wm)

By affixing hareundar, Himm o our Auythorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, wo

[Hospital) hereby affirm & accepl following: 3
1} that wo neither are presently nar wil in fiture avall of financlal asskstance from snother NGO or any other source, for the same pafient/case, as we are

requesting o get from Koshika Foundation, 1o the extent that such assistance |s granted by Koshika Foundation. If the requested assisiance is not grantsd
by Koshika Foundation, In part of in full, then the Hospital reserves [1's right to make up the shorfall from snolher NGO of any other source. This
confirmation essentiafly states that the Hospital will not aval sny duplicate ssaistance for the sams patient/case from any ofher NGO of any ather sturce
2} The assistance from Koshika Foundation & only financial in felure. The chaice of the treatmentiprocedure advisediconductad by Ihe Hospllal on the
patient, is based on the arrangemant between the patient & ihe Hospital, snd s in no way influsnced by Koshika Foundation Herc, the Hospital will
sublime sole & complets respansitility of the treatment & Ifs outcome & safety of the patient, and Koshika Foundstion will kave no role or responsibliity
in the matier

vt s, wem o i A Wt < s st A fee s g Rl o ot §, el e oo B e @ e sl e b

1) W% B 3 o wiem st W v o S wwee T et g T el mT we R o e d @ A o 8 o Ceifem weet
i frfopyietn Tw & e “wifre WA g w6 i b ol S wifne weeem g wen fefn sfreoeem i T 0 few o @ s
forlt s et wew w ek sen weEme W woom W W afuwr grien e & e F e v wm T e fols we Tw el el
iy wewrl) wen w Pl e T W A

1 “wifrw s " ® o of wow Sw A i @ & 0w veee oo 9 of s ow el ol avayalien o O o e

o v feey e =wifow wstve g et v w g b el e O & e sl st et o sl Resiol o0 o e

i weit s “wiew" W e qfieem @ feiof we o F o e

Date of Surgery
sivtnr ) win

91lio\2en2




