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DECLARATION by APPLICANT. M9e g9 Wi w1

1} 1 hareby confirm that all detsds in this Form ae True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, fany,
lnble for

repclionicancoliaton
2} | solpmnly confirm thel sssistance., i recaived from Koshika Foursdation. will be used only for the “purpose”, as staled in fhis Form, for which such sssistance
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AGREEMENT by APPLICANT (sadew g wat)

1] By affming my signature o Mumd impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and i's Trusteas o
usa/publsh/put-ugpleproduce my nama. address, photo & detalls of the “purpose”, for which such assistance s requested/granted, through any
medium, inciuding bul not limted 10 varbal, prinl, slectronic, for soliciiing donations for Koshiks Foundation and/or disseminating information about it's

activitiesfachevements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfimant of The “purpose”

lor which asssstance ls being requested

211 (Applicant) further sgrae that any such usa of my name, address. phato & detsils of the “purpose”. for which such sssistance i requesiad/grantad.

will nat sutomalically entithe ma for recerving of continuing the aald assigtance. The deciskon for granting andior continuing the assistancs will rest solely
with the Trustess of Moshika Foundstion, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (wesam o0 o)

By aflung hereundar, signature of our Authortaed Sigrastory for recommending thes casa/patient for financial assistance from Koshika Foundalion, we
{Hospital} hereby affim & pcoapt following:

1) thiit we nesther are presently nor will in fulure avall of finencial assistance from another NGO or any other source, for the same pabienl/cass, id we are
requesiing o gol from Koshika Foundation, o the extent (hat such assistance is granied by Koshika Foundation. i the requesied assistance is nol pranied
by Koshilts Foundation, in pant or in fufl, ihan the Hospital renerves it's nghl i make up the shortfsll from another NGO or any other soorce. This
confirmation esseniially staies thal the Houpital will not avall any duplicate asslstance fof Ihe same pateniicase from any offwr NGO o any ofber source
2) The assistance from Koshika Foundation i only financial i nature, The choloe of v restment/procedurne advisediconductad by the Hospétal on the
patiard, I8 besed on the srrangement betwesn ihe patlent & the Hospial, and s in no way influenced by Koshike Foundatlon. Hence, the Hospltal will
assuma sole & complete responsibility of the treatmant & it's outcome & safety of tha patient, and Koshike Foundation will have no role or responsibility
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