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DECLARATION by APPLICANT: s ST Whwe wu;

1) § harety confirm tat & details in this Form are True 1o the Best of my knowiedge. Any false statomant will render my Application & ongoing assistance. ¥ any.
liablw for resclionicanoelistion,

211 solemnly confirm that assistance, If recelved from Koshike Foundution, will be used ohly lor the “purpose”, as stated in this Form, for which such sssistance
was requesisd by me
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1) By afaing my signatise o thumb impressian on this Farm, | (Applican!) heraby ogres & suthonso Koshika Foundason and I('s Trusiees o
use‘pubbsh/pul-up/reproduce my name, address, pholo & delalls of the ‘purpose”, for which such assialance ks requested/granted, through any
medium, including but nel limited (o verbal, print, slectronic, for soliciting donations lor Koshika Foundation andior disseminating information aboul s
pethilies/ashievements. Such une of my phota & details can bo mads by Koshika Foundation bafora or after my treatment o fuffiment of the “purpose”
for which assstance is being requestad.

2} 1 (Applicant) furhar agrae thal any such use of iy neme, addresn, phalo & detalln of tha “purpose”, far which such assistance s requested/granted.

will rial sutomatically enditle me for recesving or continuing the said assistance. The decision for granting andior conlinuing the essiatance will rest solely
with the Trustees o Koahike Foundution, and their decmion ks this regard wit ba final and acceptable 1o ma
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AGREEMENT by HOSPITAL (wwmm Tm ®o1)

By affuing hereunder, signatues of aur Authorised Signatory for redommanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) herstyy affirm & accopt following:

1) that wa neither are presently nor will in futute avall of finsnclal anslstance from another NGO or any olher source, for the sam= palienticalie, as we are
requesting to get rom Koshia Foundation, 1o the extont that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Kowhika Feundation, in pard o by fl, (hen the Hospital resarves if's dight to make up (he shortfall from anather NGO or any othel' source. This
confirmation essentinlly states that the Hospital will not aveil any duphcate assistance fot the same patientcase from any olher NGO of any other source.
2} The assistance from Koehikn Foundation s only financial in nature. The chokea of the trestmenl/precedure advisgediconducied by the Hospial on tha
patenl. is based on ihe arrangement between the patient & the Hospdal, and is m na way influenced by Hoshiks Foundation. Henom, ine Hospial wil
mssume sole & complate responsibility of the reatment & If's cutcomes & safety of tha patient, and Koshika Foundation will have no role or responsibility

in the matier.
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