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DECLARATION by APPLICANT: Sreew G stom w:
11 1 hereby confirm that all detalls in this Form are Trug to the best of my knowledge. Any false statemant will render my Application & ongoing essistance, i any,
finblg for rejectionicancelistion.

2} | solemnly confirm lhat essistance, If recelved from Koshike Foundation, will be used only for the “purpose”, as stated in this Form. for which such essistance
was requested by me.
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AGREEMENT by APPLIGANT (3500% &0 %771)

1) By sflixing my signalure or thumb impression on this Form, | {Applicant) heraby agrae & suthorisa Koshika Foundation and [1's Trustees 1o
use/publish/pul-upireproduce my name; address, phoio & details of the “purpose”, for which such assistance is requestedigranted, through any
medium, Including but nat [imited lo verbal, print, electronlc, for soliciting donations for Koshika Foundation andfor disseminating Infermalion about s

activities/achievements. Such use of my photo & detsils can be made by Koshika Foundalion befare or after my reatmeni ar fulfiiment of the “purpose”™
for which assistance |s baing requestad

2} | iApplicant ) furthar agree that any such use of my name, sddress, photo & details of 1he “purpose”, for which such assistance s requestedigranted,
will nat aidomalically entithe me for receiving or continuing the sald assistance. The declsion for granting andior continuing the assistance will rest solety
with the Trusioss of Koshike Foundation, snd Ikair decision is this regard will be fingl and scceplable to me.
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AGREEMENT by HOSPITAL (w=ws gm =)
By affixing hereunder, signatisre of our Authorisad Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foflowing:
1) that we nalther are presently nor will in future svail of financial assistance from enother NGO or eny other source, for ke sama patient/cass, as we Bre
raquesting 1o got from Koshika Foundation, Lo the extent thal such assistance is granted by Koshiks Foundation. I the requestod asstslanca i nol granted
by Koshika Foundation, in part or in full, then the Hospital resetves [1's right to maka up the shortfall from another NGO or any other source, This
confirmation sssantizlly states that the Hospital will not avall any duplicate sssisiance for the same pallenlcase from any othar NGO ar any other saures.
2} The assistance from Koshika Foundation Is only financial in nature. The choice of the treatment/procedure advised/conducied by the Hospltal on tha
patient, is based on the errengement batwean the patient & the Hospital, and |8 in no way Influsnced by Koshika Foundatlon. Hanca, the Hospltal will

assuma solo & complete responsibility of the treatment & If's outcome & safety of the patient, and Koshika Foundation will have no role or responsibllity
in the mattar,
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