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DECLARATION by APPLICANT; WrfTw T Sy w;

1) | herety confirm mat af detads in this Form are True 1o the best of my knowledge Any taise statement wil render my Applcation & ongoing assstance. W any
kable for repclion/zanceallation,

2) | solemnly confirm that assstance, if reseved from Koshika Foundation, will be used only for the "purpose”, as stated |n s Farm, for which such assistance

wan mguested by me

31 1 hereby confirm ral | nave notl & will not in future. aval of embursement, in part of (n full, from any ather source/employen/insutancs compary, of the amount
lor which this assistance & reguaited
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1) By alfaing my signature of thumb imgression on this Form, | (Applicant) hersby sgree & suthorss Koshiks Foundation and if's Trustees io
useipublish/pul-upireproduce my name, sddmss, pholo & details of ihe “purpose”, for which such assistance ia requested/granted, ihrough any
medium, incleding but nat limited to verbal, print, Sectronic, for soliciling donations for Koshika Foundation andlor disseminating information about it's

sctivitieslnchievaments. Such use o my pholo & detalls can be made by Koshike Foundation before or sher my treatmant or fulfiiment of the “purpose”

for which assstance i being reguested

211 (Applicant) further agres thal any such use of my name, address, photo & detalls of the "purposs”, for which such assistance ls requesied/granted,

will pot sutamatically enditle me for receiving o continuing the said assistancs . The decision for granting and/or continuing the assistance will rest sololy
with the Trustess of Koshika Foundation, and their dacision s this regard will be final and acceplabis 1o me
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AGREEMENT by HOSPITAL (wisams g wit)
By affucng hereunder, ssgnature of cur Authorised Signalary for recommending (his casalpatiant for finsncial assistance trom Kosteka Foundation, we
(Hoapital) hersby affirm & acoept following:
1) thiat we neither are presently nor will in future svall of finenclal ssslstance from another NGO of any othet source, fof the sarme patient/case, s wi bre
requesting to get fram Koshila Foundation, to the extent that such assstance is granted by Koshika Foundation. If the requested assistance s nof grantad
by Koshika Foundation, in part or in ill, thea the Hospital reserves [Us right to make up the shartfall from another NGO or sy other source. This
confirmation essentiolly atates that the Hospital will not avad any duplicate assistance for the same patient/case from any ofher NGO or any other squrce.
2) The assistance from Koshica Foundation is anly financial in nature. The choice of the treatment/procedure sdvisediconducted by the Hosplal on the
patiant, is based on the arangemant batween he patient & the Hospital, and is.in no way infivenced by Koshika Foundation, Hence, the Hospital wil
sssume sole & comphing responsibility of the treatrment & ii's outcoms & safety of tha petient. and Koshika Foundation will have no role of respansibiity
in the matter
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