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DECLARATION by APPLICANT: wiT% 57 S 7n:
1}1 herety confirm thal &4 datads in this Form ara True to the best of my nowleage. Any feise statement will render my Application & ongoing assistance, if any,
kable for rejection/cancedation
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AGREMENT by APPLICANT (smiew g %)

1) By affixing my signature or thumb impression on this Form, | {Apolicant) hereby agree & authorise Koshika Foundation and it's Trustses lo
unelpubiish/pul-upreproduce my name, sddress, photo & delails of Mo “purpose”. for which such assistance i requasied/grantod, through any
medium, incleding bul nat limited 1o verbal, print, slectronic, for ssleitng donations for Koghlks Foundation andior disseminating information about if's
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with tha Trustess of Koshika Foundation, and thair dacision is this mgard will be final and aoceplabde to me.
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AGREEMENT by HOSPITAL (wrmm gm wel)

By affisng hemunder, sgnature of our Authonsed Signatory for reconmending ihis case/patiant for financial ssststance from Koshika Foundation, we
(Hospital) herety affirm & accapt following:

1) thisl we neither are presently nor will in future sval of financlal astistance from another NGO of any other source, lor ihe same palisnticase, us we are
requesting 1o got from Koshika Foundasion, to the extent tha! such asistance is granted by Koshiks If the requestad assisiance 5 not granteo
by Koshika Foundation, in part or in full, then the Hospital reserves 1's righl to make up the shartfall from anciher NGO or any other source, This
confirmation essentially siztes that the Hospital will not avail any duplicate assistance for the sams patient/case from any other NGO or any othar source
2 The assistance from Koghika Foundation ks only financial in naluts. The cholce of ihe trealmoniprocedure advised/conduciad by the Hospilal on he
patient, is based on the arrangement batween the patient & the Hosgital, and s in no way infiuenced by Koshika Foundation. Hence, the Hospiltal wil
assuma sole & complete respansibility of the reatmant & [1's outcoms & sstety of the patlent. and Koshika Foundation will have no role or responsiblity
in he maiter
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