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DECLARATION by APPLICANT: s Gro sy
1}mmﬂlﬂd’lm:1 this Fom are True 1o he best of my knowledge. Any faise statement will render my Appiication & ongoing assistance, If any,
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AGREEMENT by APPLICANT ( smiw g1 wt)

1) By affixing my signature or thumb impression on tis Form, | (Appicant) hereby agroe & aulhorise Koshika Foundation and il's Trusioss to
use/pulslishipui-upireproduce my name, addmss, photo & delalls of the 'purposs”, lot whigh such assistance Is requestadigranted, through any
madium, including but nol dmited 1o verbal, print. slectronic, for soliclling donations for Kashika Foundatlon andior daseminating information about i's
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with the Trustoes of Koghika Foundation, and their decision s this regard will be final and acceptable to me
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AGREEMEMT by HOSPITAL (wramss g %)

By affixing hareunder, signature of our Authorised Signalony for recommending this case/patient for financial assslance from Koshika Foundation, we
(Honpital) ereby offirm & acoapt foliowing:
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requesting 1o get from Koshikn Foundation, to the exdent that puch sssistance i grented by Koshika Foundation. IT the requesied assistance is nol granied
by Keshika Foundalion, in part or in full, then the Hospital ressrsas IUs right o make up the shoritall lrom anolher NGO o any other source. This
confirmation essentislly wiakes that the Hospilal will not gvad any duplicate assistance for the same pationvicase from any other NGO of any othar souwrce
2) The assistance {rom Koshika Foundation is only financial in nalure, The cheice of the realiment/procedure advised/conduciad by the Hosplial on the
pationt, in basod on e arangemant balween e patient & the Hospital, snd is In no way influsnced by Koahike Foundation. Henca, the Hoapital will
sssums sole & complsts responsibility of the treatment & If's oulcome & safety of the palient, and Koshike Foundation will have no role or responsibllity
in thie mintter.
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