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DECLARATION by APPLICANT: STHTE M W 71

1)1 varety confiem that all detais in this Form are True to the beat of my knowledge. Any false statement will rander mry Applation & ongolng assisiance, I any,
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“AGREEMENT by APPLICANT (303 01 1)

1) By affaing my signaturs or thumb impression on this Form, | (Applicant) hersby agroe & autharise Koshika Foundalion and if's Trustees 1o
use/publishiput-upireproduce my name, address, photo & details of the “purpose’”. for which such assistance is requesiedigrantnd, through any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Keshika Foundation and/or disseminating Hurmunmu'
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AGREEMENT by HOSPITAL (¥wams gm W)
By alfiong hensunder, sgrature of our Authodsed Signatoty for recommending this casa/patient for financlal sssistance from Koshika Foundation, we
{Haspital] hereby affirm & sccept follawing:
1) thint we preither are prasently oot will in futiee svall of finsncisl assistance from anothaer NGO or any other source, Tor the same patient/case, s wa are
requesting to get from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. If the requested assistance & not granted
by Koshika Foundathon, in part or in full, then the Hospital reserves Il's Aghl fo moke up the shortfall from anofer NGO or any oltwer source. This
confirmation essantinoliy stotes thm the Hospital will not svail any duglicats assistance for tha same patient/cass from amy othar KGO or any other source
2) The assistance from Koshia Foundation b anly financial in nature. The chalee of fhe esimentprocedure advised/cenductad by the Hospdal on the
pateni, = based on the strangament between the patien & fa Hospital, ard B in o way infliienced by Koshika Foundation, Hence, the Hospiad will
assume sols & complete respanaibility of ihe treatmant & |1's outcome & splety of the patient, snd Koshiki Foundation will have fo role of respanadility
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