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DECLARATION by APELICANT, =W BR1 Sive wa;:

111 harety confitrm thal e detads in this Form are True to the best of my knowledge. Any felse ststement will render my Application & ongoing assistance, If any,
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1} By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & sulhorise Koshika Foundalion and II's Trustees Io
use/publish/pul-upireproduce my name, address, pholo & details of the “purpose”. for which such asuistance ia requested/granted, through any
mesium, inchding bul not liméed 1o verbal, print, eiectronic, for soliciting donations for Koshika Foundation andfor disseminating information about i's
scfivileslachisyements. Such use of my pholo & detalis can be made by Koshiks Foundation belore or after my trestmaent of fulflimant of the “purpose”
for which assistance is being requested.

2} 1 Applicant) further agree that any such use of my name, sddress, photo & details of the “purpose”, for which such assistance is reguesiedigranied,
will not sutomaticaly enfitle me for receiving of continuing the said assistance. The decision for granting andior confinuing the assisiance will res! solely
wilh tha Trustess of Koshika Foundation, and thair decision is this regird will ba final and accepisbie to me.
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AGREEMENT by HOSPITAL (wwme T/ wir)

By affaong of our Authorisad Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital ) affirm & accapl lollowing:

1) that weo neither are presontly not will in luture avall of finenclal assistanca fram ancther NGO or any other source, for the same palieni/case, ns we are
requesting 1o get from Koshika Foundation, 1o the extent Ihat such assistance is graniad by Koshika Foundation. If the requested assisiance i nof granted
by Koshika Foundation. in part or in full, then ths Hospital resorves if's right 1o make ug the shortfall from ancthes NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate sssistance for the same patienticase from any otfer NGO or any other source
7) The assistance from Koshika Foundation is only financisl in nistura. The cholce of the treatment/procedure advised/conductd by the Hospital on the
palient, is based on the smangemant betwesn the patient & the Hospital, and is in no way influanced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responsiility of the troatment & It's oulcome & satety of the patient, and Koshika Foundation will have no role of responaiblity
in the mattar
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