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DECLARATION by APFLICANT, smize gim whtn ==

111 hereby confiemn that all detailn in this Form aie True 1o the best of my knowlodge, Any folse stntement will render my Application & ongaing
[Eadke fos rejecton/cancedation,

2} | salemnly confirm ol naslistance, f recsvad from Koshiks Foundation, wil be usec only far the “purgone”. an sbitad in this Form. for which sugh
wias requestod by me
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AGREEMENT by AFPLICANT (SPew £ =T0)

1) By affiuing my signature or thumb impression on tis Form, | (Applicant) horety agree & suthodse Koshisa Foundation and Il's Trustees 1o
usofpublishiput-upireproduce my name, sdditts, phota & datals of the “purpose’, for which such assistance |s raquestadigrantad, (hrough any
medwum, including but not Umlted te verbal, prist, alectronic, fes soliciting donations lor Koshiks Foundation andior disssminating infomation aboal s
sctldtiaslachiovements. Such usa of my pholn & details can bo made by Koshika Foundation before or after my treatmeard of luifiiment of the “purpose”
for which sssistance is baing requasiod.

2) | (Applicant) further agres that any such Use of iny nnmi, address, phots & datalls of Ihe “purposs’. for which such aasistance m requestad/granted,
will not automatically enlile me for recsiying of conbinuing the said assistance. The declsion for grenting sadior continulng the sssisiance will rest solaly
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AGREEMENT by HOSPITAL (wemm g 1)

By affixing hareunder, signature of our Authorised Sigratary for recommending thin cascefpatienl for fngncal asststance from Koshika Foundilion, we
(Hospliaf) hersby affirm & acceg following.

1) thal wir neither sre presantly nar will in fuluts tvail of Mnancisl assistance from another NGO or any other source; for the same palienticase. a8 e are
requesting 1o get from Koshike Foundation, o the extont that such assistance is granted by Koshlka Foundalion. |l the requesied assislance is nol granied
by Keshika Foundation, in part ar in full, then the Hospital resarves 38 right to make up the shortfall from another NGO or any other source, This
confirmation essentislly states thinl the Hospital wil not avall sny duplicats assistance for the same patlentcase fram any ather NGO or any other source
2) The assistance from Koshika Foundation is anly financial in nature. The choice of the teatment/procacure sdvised/conducted by the Hospital on the
patient, is based on thy arrangement betweon ihe pationt & the Hoap/lal, and is in ne way inlluenced by Koshika Foundaton. Hence, the Hospial will
assume sole & complels responsiblity of the reatment & 1's cutcoms & safoty of the patisni, and Koshike Foundation wikl have no mle or responisibility
in-the matier.
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