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DECLARATION by APPLICANT: Sies GR1 Svom o

1) | hareby confirm that all datads in this Form are True lo the best of my knowledge. Any fakse statarmant will render my Application & ongoing assistance, if any,
|iatile for rejactionicancediation.

2) | sodemnly confirm that asslstance, If recelved from Koshika Foundation, will be used only for the “purpose”, as :ﬂl_bad in this Form, for which such assistance
wag rogquestad by me.

3} | hereby condirm that | have not & will not in future, avail of reimbursament, in pan of in full, from any other sourcelemployedingurancs company, of the amount
fior whtich this assisiance i mguested.
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1) By afflxing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and it's Trusiees lo
vea/publsh/put-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigrantad, through any

medium, Including but not lkmited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about it's

activitlieslachievements, Such use of my phota & details can be mada by Koshika Foundation belore or after my trestmaent or fulfiimant of the "purpose”
for which assistanca is being requesiad.

2) | |Applicant] further agree that any such use of my namae, address, photo & datails of the “purpose”, for which such assistance is reguastedigrantoed,
whl nol automalically entitie me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solaly
with the Trustees of Koahika Foundation. and their dacision is this regand will be final and acceplable (o me.
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AGREEMENT by HOSPITAL (wome g &)
By affixing hereunder, signature of our Authoriged Signatory for recommending his case/patient for nancial asskstance from Koshika Foundation, we
{Hoapial) hereby alfirm L accept following:
1) tharl we nsliher ars presently nos will in fulure avall of fingncial sesistence from another NGO or any other source, for the same patisnticase, a5 we are
reguasting io gal from Koshiks Foundation. (o the extant thet such assistance is granted by Koshiks Foundation. If the requested assistance i nol granted
try Hoshika Foundation, in part ar in full, then the Hespltal reserves it's rfight to maka up the shortfall from another NGO or any othar source. This
confirmation essenilally slales thal the Hospital will not avall any duplicals assistance for the same palient/case fram eny other NGO or any athar sourcs
2] The assistance froin Koshika Faundalion is only financial in nature. The chaice of the treatment/procedure advised/conducted by the Hosplial on the
patent, is based on (he arrangeamant batwasn (he patient & the Hospital, and ia In no way Influsnced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsibility of the treatment & it's cutcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
in the matier,
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