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DECLARATION by APPLICANT: W/ T WIw W

1} heresby confirm that all details in this Form afe True to e best of my knowledga. Any falsa satament wil render my Application & ongoing nssistance, If any,
Jishla for rojectioncanciation. i
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AGREEMENT by APPLICANT (309c% om %77)

1) By affixing my signature or umb improssion on this Form, | (Applicand) heraby agres & authorise Koshika Foundation and IU's Tristees 10
usalpublshiput-upireproduce my neme, address, phalo & datails of e “purpose’, lor which such asaistance is requested/granted, through any .
medium_ including bul nat imited to verbai, print, stectronic, for soliciling donations for Koshika Fourdation andlor disseminsting information about It's
aciivitasiachigverments. Such use of my ghoto & detalls can be made by Koshika Foundalion belore or afler my treaimaent or fulliment of the “purpose”
for which assistance is being requested
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will mol autamaticaty entite me for recehing of conbinuing the sakd pxsistance The dncision for granting andlor continuing the sssistance will res! spialy
with the Trustess ol Koshika Foundston, and thewr decision is this regard will be fingd ahd Bccaplable 1o me.
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AGREEMENT by HOSPITAL (¥emmE T WH)
By affixing hereunder, signature of our Authorised Slgnatary for recommending this case/patent for financisl assstance from Keshika Foundalion, we
(Hospital) hetelby affirm & accept lollowing,
1) that we nethar are presently nor will in future avall of financial essistence from another NGO or any olher saurce. for Ihe sama patienlicase, =5 we Gre
requastng 1o gel IFerm Koshika Foundation, to the wadent that such assistance (e granted ty Koshika Foundation. If the requested assitance |s not granted
by Koshika Foundation, in part or in Will, then the Hospital reserves [1s right o make up fhe shartfall from ancther NGO of any atfar source. This
confirmation esventially states that the Hospial will not avail any dupficatn assistanae for the same patienticase from any other NGO or any other source
1 The assistance from Koshika Foundation is only financial in nature, The choice of the (reaiment/procedure advisediconducted by the Haspital on he
patiant, ks hassd on the srrangement betwesn the pationt & the Hospital, and in in no way influenced by Koshika Foundation. Henca, the Hospilal will

ascume sole & complets responsibiity of the treatment & s oulcoma & salfety of the patient, snd Koshika Foundation will have na role or responsibility
in the maties
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