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DECLARATION by APPLICANT: QR §n wWiwm uy:

1}:mﬁmnmmnm Farm ara True o the best of my knowledge. Any false statoment will rendes my Application & ongoing assslance. If any.
iable for repection/cancedllstion,

2} | solemnly confirm that anssitance. If recaived rom Koshike Fourdation, will be used only (o the “purpose”, ss sinted in Bit Fofm. for which such assistance

WS fequested by me,
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for which this essistance & requesisd
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AGREEMENT by APPLICANT (ss¥ew g WiR)

1) By aMsing my signature of thumd impression on this Farm, | (Applicant) heretry agres & suthorise Koshika Foundation and I's Trustees to
uselpublishipul-uplreproduce my name, address, pholo & detalls of the "purpose”, lor which such assistance is equestedigrented, through sy
msdium, including bul net limsdad to varbal, pant, electronic, for soliciling donations for Koshika Foundation and/or disbeminabting infarmation sboul it's
activilipslachimvoments. Such use of my photo & detalls can be made by Koshikn Foundation bafore of alter my treatment or ulfimant of the “purpose”
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with the Trusiess of Hoshike Foundation, and thad decision s this regerd will bo final nnd sccepinble to me.
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AGREEMENT by HOSPITAL (yweae g W)
By affixing hereunder, s of our Authorised Signatory for recommending this case/patent lor financial assistance from Koshika Foundalion, we
[Hospital] heraby affirm & aceapl following:
1} that we nedther are presently nor will in fubare avall of finoncie! sssistance from another NGO or any other spurce, for the sama patent/case &s we are
requesting 1o gal from Koshika Foundation, to the axlent that such assistance is granted by Koshika Foundation W the requested aasistance is pol graniod
by Koshika Foundstion, in part of in full, then the Hospital reserves It's right to maka up the shortfall from another NGO or any other source. This
confirmation sssentinlly sintes thal the Hospital will not svall any duplicate sssisiance for (he anme patientcase from sny otfmr NGO or any olfer source
2) The assistance from Koshéa Foundstion ks only firancial in nature. The choloe of the Ireatmentiprocedure advisediconduciad by ihe Hospital on 1he
patient. ls based on thi srrangemant betwenn (he patient & the Hospital, and is in no way influenced by Koshike Foundation. Hence, the Hoapis! wil

assume sole & complate responsibility of the treatment & It's outcome & sefety of Ihe patient. and Kostika Foundation will kave no rofe or respessibliity
in e matter.
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