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DECLARATION by APPLICANT. smime g v w1;
1) | hesaby confirm that all detalls in this Form are True ko the bowt of my knowlodge. Any false statemant will rendaer my Asiplication & angang nsalatance. if any,
liable for rejacton/csacelaton.

2} | sodarmnly confirm hat assistance, if receved from Koshiks Founsdation, will b used only for the "purpose”. 9 stated in this Farm, far which sich aasistancs
was requesied by me

3} | hareby confiem that | have not & will not n futere, svall of reimbursemant, n part of in full, from any offer sourcelsmployoriasurance company, of the amount
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1) By sfflzing my signatuis or thumb impresslon on this Fam, | (Applicant] hareby sgres & sulhoriss Koshika Foundation and (1's Trustoss to
use/publiishipul-uplreprodice my name, address, photo & datalis of the “purpose”. for which such sssistance is requestod/granted, hrough any
madium, including bul ol Bmiled bo verbal, print, alectronk, for soliciting donalions for Koshika Foundation and/or disseminating information shout itf's

aclivities/achisvements. Such use of my photo & detalls can be made by Kashika Foundation before or afler my tramtment or fulfimaent of the “purpase”
for which sssisiance is being requesied

2) | {Agplicant) further agres that any such vse of my narne, address. photo & detalls of the “purpose”, for which such assistance s requanied granied,
will ret autematically enlitls ma for recalving of conlimsng the said assistasce. The decislon for granling andior eantinuing the atsistarce will ras) solety
with e Trustees of Koshika Foundafion, snd theis decigion is mis regard will ba finol and sccoptabile is me,
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AGREEMENT by HOSPITAL (wwsmme g s5it)
By affixing hereunder. signasture of our Aufhorised Signatory lor recommending nis casa/patiant for financia! sssistance from Hoshika Foundation, we
(Houpital) hareby affem & acoapl following:
1) that we neithar are presently nor will in tuture svail of firancial assisiance from anoither NGO or any other source, for the sams palisnt/case. as we are
requesting to get from Koshikan Foundation, o the mdenl thal such nssistanos is granted by Koshiks Foundation. If the roquesied sssistance is nel graniad
by Koshika Foundalion. in pant of in full, then the Hospilal reserves If's right ko make up the shorffall from another NGO or any other source. This
confirmation essentin®y ulotes thal the Hospital will not avall any duphcate sesistance for the name petientcase from oty other NGO o any other source.
2) The assistance from Koshika Foundation is only fingncial in nature. The choice of the tresimentiprocedure adwised/conducted by the Hospital on the
patient, ls based on the arangement between the patlent & thy Houpital, snd is in no woy influenced by Koshike Foundation. Hence, the Hosplinl wil

agsume sole & complets responsitillity of tha trestment & it's autcome & safely of the patlent, and Koshika Foundalion will have o role or respansiility
i the matios
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