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DECLARATION by APPLICANT, Wi gm winem

1) 1 haraby confirm that il dotals |n this Form ate True te the best of my knowledge. Any Inise statement will render my Applicalion & cagoing a
Eable for repectionicanceliation.

2} | salemnly conllen thal assistance, If received from Koshiks Faundation. will be usid only fiar the "purpose”, na staled n this Form, for which slch a

wat raguesied by me.

1) 1 hereby confirm thal | nave nal & will not in uture. avall of resmburssment, in part or in full, fram any othir sourcs/amgioyaringirance comgany. of the a

for which this ossisience is requisted.
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1) By aMixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

uss/putishiput-upirepraduce my name, address, photo & detmils of the “purpese”, for which such assistance is requested/granied, through any

medilim, Including bul not limited o verbat, prinl. slactronio, for soliclling donations flor Koshika Foundation andior dispeminating Information aboul if's

sclivitles/ashievements. Such use of my phota & details can ba made by Koshika Foundation before or aflar my treatment or fulfiment of the "purpose”

for which assstance is being reguesied. .
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wilh The Trustees of Koshika Faundation, and their decision Is iis regard will e final and acceptable to me,
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i AGREEMENT by HOSPITAL (wwmm o wim)

By affiding herounder, signature of our Autherised Signatory for recommanding this casefatient for financial assislance rom Koshika Foundation, we
(Hospital] hesaty affirm & sccept foligwing:

1) ihal we nether are presantly ros will in luture avall of financiol assistance from snolher NGO of any other source, for the same patienticase. &5 we are
requesting 1o get from Koshika Foundation, to the exient thil such assstance is granled by Koshika Foundation, If ihe requested sss|siance is not granied
by Hoshika Foundation. in part or in full, then the Hospital reserves il's right 1o make up the shortfall from ancther NGO or any otfver seurce. This
confirmation essentially states that the Hospial will nol avall any duplicate assistance for the same patlent/case from any ofher NGO or any olher sourte
71 The assistance from Koshika Foundation is only financial in naiure. The choice of the treatmentprocedure advised/conductad by the Hospital on the
patiant. is based on the arangament between the patient & the Hospital, and |8 in no way Influgnced by Koshika Foundation. Herice, the Hospitil will

sssume soke & complete rosponsibility of the ireatment & (I's culcome & safety of the patient. and Koshike Foundation will have no role or responsibility
i thg matter
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