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DECLARATION by APPLICANT. wwy gRT sy m:
1)1 hereby confitm that all details in this Form are True 1o the best of my knowledge. Any talse statement will render my Apglication & ongoing assistance, f any,
limbie for repoction/cancellaian

2) | splemnly confirms hat assistance, | received from Koshiks Foundation, will be ussd only for the “purpese”, &s stated in this Form, for which such assistance
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AGREEMENT by APPLICANT (amw gm wm1)

1) By affixing my signature or thumb impressian on this Form, | (Applicant) hereby agres & authonse Koshika Foundation and it's Trustess to
use/publishipul-upreproduce my name. addross, pholo & details of the “purpoene”, for which such assistance (s requestod/granted. through any
madium, including bul rot fimsied to verbal, prind, electionic, fr soficiling donations for Koshita Foundation andior disseminating informalion about i('s
activities/achirvements. Such use of iny phola & delails can be mada by Koshlka Foundalion belore or aller my treaiment or fulfiiment of the “purpase”
for which apsstanco is boing roquesiod

2} 1 iApplicant) furiner agree that any such use of my name, address, pholo & details of ihe “purpose”, for which such assistance is requested/granted,
will not sulomaticaly entitle ma fof feceiving or continuing the spid assistance. The decision for grasiling andiar continuing the assistance will rest solely
with the Trustees of Kosnika Foundation, and their decision is this regard will be inal and acceptable to me.
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AGREEMENT by HOSPITAL (xwssm mu 310)
By alliskng heroundor. skehatue of ol Authordsed Signatary for recommanding this case/pateent for financlal assistance from Koshiks Foundation, we
{Haspital) hereby affirm & nccept following:
1) that we nesthas e prasently nodwill in future avell of fnsnclal psslstance from snother NGO or any olher sourcs, for the sams piabent'case, &5 wo are
requesing lo get from Koshika Foundalion, o the exient that such assistance s granied by Koshika Foundation, W ihe requested assistance is nol granted
by Koshiis Foundation, in part of in ull, than the Hospital reserves It's right to make up the sharttall from apolher NGO or any otier source. This
confirmatbion essentally states that the Hospital will nol-avail any duplicate essistance Tor (he same patienticass from amy othar NGO or sny other source.
2) The astistance from Koshika Foundation is only finsncial in naturs, The cholee of the reatmentiprocedune advisadiconducied by the Hospital on the
patiant, is based on the arrangement between the patient & the Hospital, and & in no way infiuenced by Koshike Foundation. Hence, the Hospitsl will
assume sole & complete responsibility of the treatmant & i's outcoma & setety of the patisnt. and Koshika Foundation will have no role or responsibility
in i matlof.
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