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DECLARATION by APPLICANT: ST9TS LW W 73:

1) | heraby confirm Mat all datads in tis Form ara True to the bast of my knowlodge, Aty lalse stntement will renter my Application & ongoing &
fiable for rejectioncancallation.

2) | solemnly confirm thit assistance, if received from Koshika Foundation, will be used anly for the "purposa”. 08 atated in this Fom. for which such
ws reguesiod by me

\::]Iharabr mﬂ?mmnnhnnmaﬂ not in fulure, avadl of reimbursamant, in part of in lull, from any oifier source/employerinssrance company, of he a

for which this assistance k& requested. .
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AGREEMENT by APPLICANT (5es g0 wa0)

1) By affixing my signature of thumb Impression on this Form, | (Applicant) hereby agras & suthoriss Koshiks Foundation and it's Trustens Io
ijse/puhighiput-upripiodiuce my name, address, pholo & dutnils of the “purposa”, for which such assistance ie requesiedigranted, throwgh any
medium, ingleding bt not limited 1o vertal, print, electronic, for soficiling donations for Keshika Fourdation and/or disseminating information sbaul iTs
acsvilles/achieverments. Such use of my phalo & detalls can bo made by Koshika Foundatian befors or sfier my Ueatment o ulfilment of the “purpose”
for which assistance is being requested.

2) 1 {Apgiicant) furthar agrea hat any such use of my name, address, pholo & detalls ol the *putpose’, lor which such assistance 8 requesiadigranied,
will not sutcmaticaly entide me for recahing of continuing the said assigtance. The docision for granting end/or continuing the asstetance will rest sobaly
Wil 12 Trusteas of Koshika Foundation. and their dacision (s this regard will be final und acceplabie to me.
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AGREEMENT by HOSPITAL (yF=mm @ %oi)

By affining hereunder, signature of our Aulhordsed Signatory for recommending Ihis case/poient for financial assistance from Koshika Foundanon, we
({Hospial) heraby affirm & accapt following:

11 thisl we neither afe prasently nor will in future avail of financial assistance from ancther NGO or any othaf source. for the some palenl/cAse, 05 W8 Bre
requesting to get from Koshiks Foundation, to the xlent that such assistance is granted by Koshika Foundation, |f the requested assistance is nol granied
by Koshikn Foundation, in part or i ull, then the Hospital resarves I's right to maka up the shortfall from anothar NGO or nny olher sourca. This
eonlirmation sssenlially steies that the Hospaal will not avail any duplicate essistance for the same patlent/case from any olher NGO o any olhier souice
71 The assistanoe from Koshika Foundaton is only financial in nalure, Tha choice ol the reatmenyprocedure sdvisedioonducted by the Hospital on the
patient i bzzad on the srrangamant between the patient & the Haospitsl, and |s in no way influenced by Koshika Feundation. Hence, the Hospital will
ansuma sole & complois responsibility of the treatmant & ('s outcomae & safety of the patiant, and Koshika Foundafion will have no role or responsibility
in lhe malier.
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