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DECLARATION by APPLICANT; S[Fm% G/ W% 79:

1) | hereby confirm that all detaits in this Form ane True to the besl of my knowledge. Any false statoment will render my Applicafion & ongoing assistance, il any,
liable for rejeciion/canceilation,

2) | solemnly confirm that assistance, [ recewved fram Roshike Foundation, will be used only for the "purpose’, as stated in (i Form, for which such assisiance
was raquesled by me

3] | heraby canfirm !h;ll | have nat & will not in futura, avall of rembucsemant, in part o fll, from any other sourcal/smployeninsurance compony, of thes smount
lor which thiz assielance s requested
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AGREEMENT by APPLICANT (s g %)

1} By affixing my signalure or thumb impression on this Form, | [Applicant] heseby agres & suthorise Koshika Foundation and It's Trustoes to

use/publishfput-upreproduce my name, address, pholo & detalls of ihe "purpase”, for which such assistance ks requestadigranted, through any

madium, inchuding but not imited to verbal, print, electronis, for soliciting donations lor Koshika Foundation 2ndior disseminating information about it's

activilies/achievements. Such use of my photo & details can be mede by Koshika Foundation before or after my ireatment or fulfilmant of the *purpose”
for which assistance s balng requestad

2} | {Appiicant) further agroe that any such usg of my name, sddress, photo & detefls of the “purposs”, for which such assistance (s requested/granted,
will not automatically entitle me for recaiving or conlinuing the said s=sistance. The decision for granting andlor continulng the assistance will rest solety
with the Trustess of Koshika Foundation, and (helr decision is this régard will be fingl and acceptable to ma.
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AGREEMENT by HOBPITAL (wmer g =1m)
By affixing hereunder, signature of our Authorised Signalory for recommanding This casedpatlent for Mnencial sssistance from Koshika Foundation, we
{Hospltal) heraby affiim & accept lallowing:
1] that we niedther are presently nor will in future svail of inancial essistance from anothar NGO or any other source, for the same pafientcase, as we e
requesting to get from Keshika Foundation, to the extent that such sssistance ls granled by Koshika Foundation. If the requested assistance is nol granted
by Kashika Foundation, in part or In full, then the Hoespital reserves I's sght to maks ug the shorttall from ancther NGO or any other scurce, This
eonfirmation sssenlially statas thal the Hospital will nol avall eny duplicate assistance for the same pallenticase from any other NGO of any other source.
2) Tha assistance from Koshika Foundaton is onky financial in nature, The choloe of the treatmentiprocedure advised/oanduciad by tha Hospital on the
patiert, is based on the arrangement batwiesan the petiant & the Hoapital, snd |8 in no way Influsnced by Koshika Foundstion. Hence, the Hospital will

assume sole & complete responsiblity of the treatment & it's culcoms & safety of tha patient, and Koshika Foundation will have no role or responsibiity
in tha mattar.
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