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DECLARATION by APPLICANT: ST 7 Simen i

1) | hereby confirm that ail detalls in thig Form are True 1o the best of my knowladge. Any false statement will render my Application & ongoing assistance, if any,
lisble for rajectioncancellation.

2) I sobermmly condirm that asststance, i recelved from Koshika Foundation, will be used only for the “purpose”, &6 stated in this Form, for which such assistance
was requesied by ma
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1) By aflixing my skigrature or thumb impression on this Form, | (Appllcant) hereby agree & authorise Koshika Foundation and it's Trustees to
useipublishiput-up'reproducs my nama, sddrass, pholo & detafis of the “purtcee”, for which such assistance [8 requestad/grantsd, through any
misdium, Inciuding but not limited to verbal, print, slectronio, for soiicting donetions for Koshika Foundation andfor disseminating information about it's
activieslachievements. Sush use of my pholo & detalls can be made by Keoshika Foundatlon before or afier my treatment or fulflimen! of the *purpose”
for which assistance is being requesied

2) | (Applicant) furtrer agrea that any such use of my name, address, photo & dotails of the *purpose”, Tor which such essistence is requested/granted.

will not automatically entitlie me for recaiving or continuing the said sssistance, The decision for granting andfor conlinulng the assistance will rest solely
with thie Trustees of Koshika Foundafion, snd their degision is this regard will be final snd acceptable o me.
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AGREEMENT by HOSPITAL (womml g wat)
By affixing hereunder, signature of our Authonsed Signatory for recommending this casefpatient for finencial assistanca from Koshike Foundation, we
(Hospital) hereby affirm & sccept fallawing:
1) thet we neilher are presently nor will in tulure avail of financlal assistance from another NGO or any olher source, for the same patient/case, a5 we are
requisting to gal fram Koshika Foundation, to the exient that such asslstance is granted by Koshika Foundstion. If the requested assistance is nal granted
by Keshika Foundation, in part or in full, then the Hospital reserves it's fght 1o make up (he shartfall from another NGO or any other source. This
confirmation essantiafy states that the Hospital will nol avall any duplicate assistance for ths sama patient/casa from dny othér NGO or any other source
£} The assistance from Keshika Foundation is onty financlal in nature. Tha choice of the treatment/procedure advised/conducted by the Hospital on tha
patiant, Is based on the arangement batwaan the patient & the Hosplial, and |8 in na way Influsnced by Koshiks Foundation. Hence, the Hospital will

f"ﬂ“ solg & compiete respansibliity of the treatment 4 it's outcome & safety of the patient, and Koshike Foundstion will have no role or responsibllity
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