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DECLARATION by APPLICANT: smiw gm =fven 73:
111 hereby confiym that all datais in this Form are True to the best of my knowlodga. Any false statoment will rencer my Application & angoing
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AGREEMENT by APPLICANT (3its O %)

1) By affiking my signafute or thumb impeession on this Farm, 1 (Applicant) hereby agroo & authofiss Koshiks Foundation and ir's Trustees 1o
useipubishiput-uphagroduce my name, address, pholo & defails of the “purpose”, for which such assistance & requesiedigranied, through any
medium, including but fol Imiled 1o vaibal, print, slectranic, for solicting donations for Koshika Foundation and/or disseminating information aboul s
petvilisachisvements, Such use of my photo & detalls can be made by Koshika Foundalion before or aftat my freatmant or fulfiment of the "purpose”
for which agsistances [ being requestad
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will not autamatically enlite ma for receiving of continuing the said assistance. The decision for granting and/or continuing the 2ssistance will rest solaly
with the Trustess of Keshika Foundation, and thelr decksion is ihis regard will ba final and acoeptobly (o ma.
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AGREEMENT by HOSPITAL (ywmw min wum)

By affixing heroundar, signature of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospitsl) heraby affirm & accepl following:

1) thal we neither are prasently nor will i future pvail of finenciel assistence from snother NGO or sny oiher source. for the sama pabenticase. a5 we are
requesting 1o gel rom Koshika Foundation, lo the exient thal such assistance is granied by Koshika Foundation, |l the requested assistance is nol granted
by Keehien Foundation, in part or in full, then tha Hospital reserves it's right to make up the shorifall from another NGO or any other source. This
confirmation essentally stales that the Hesplial will nol svall sny duplicale nssisiance for the same patientcass from any olher NGO or any pihar source
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patient, Is based on the arrangement batween the palient & the Hospltal, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & completa rasponsibility of the ireatment & it's outcome & salety of the pabient, and Koshika Foundation will have no role or responssility
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