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DECLARATION by APPLICANT. s G W 3

1} | hereby confinm that &l detalis in this Form are True to the besi of my knowledge. Any false stalement will render my Apphication & ongoing assistance, If any,
lishites fior rejection/canceliation.

2) | salemnly confirm that assistance, i recelved from Koshika Foundaiion, will be used only for the “purpose”, as. stated in this Form, for which such assistance

was requissted by me
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AGREEMENT by APPLICANT (sirem g %ar1)

1] By affixing my sigrature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
uselpublishiput-upfreproduce my name, address, pholo & delalts of the “purpose”, for which such assistance s requestadigranted, through any
medium, including but not limited to verbal, prinl, electronie, for solicifing donations for Koshika Foundation and/os disseminating Infarmation mbout it's
activitiestachlevamanis. Such usa of my pholo & dotails can ba made by Koshika Foundation before or after my treatment or fulfiimant of tha “purposa®
for which ssalstance s being requested.

2] 1 ispphioant) further agres thal any such use of my name, address, phato & defalls of ihe "purposs”, for which such assistance is requestedigranied,
will nol aulomaticatly entitle mae for receiving or conrtinuing the said assistance. The decision for granting andfor continuing the assistance will fost solaly
with the Trustees of Koshika Foundation, and their decision Is this regard will ba final and acceptable to me
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By affiding hemunder, signature of our Autharised Signafory for recommending this casw/patient for financial assistance from Koshika Foundation, we
[Hospital) heretry affirm & accapt fallowing:

1) that we nelther gre presently nor will in lutude avail of financial assistance from another NGO of any other source, for the same pafienl'case, a1 we ares
requesting ¥ get from Koshika Foundation, o the extont that such assistance i granted by Kaoshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right to make up the shodfall from anather NGO or any other soures, This
confirmation essentially states that the Hospital will not avall any duplicete assistance lor the same patient/case from any otfwr NGO or any other source
2} The assistancs from Koshika Foundatian is only financial In nature. Tha cholee of the reatmaent/procedurs advised/conductiad by the Hoesplial on the
patient, is based on the amangameant betwean the patent & the Hoapital, and |8 in no way Infleenced by Koshika Foundation. Henos, the Hospital will
asuurma sole & complele responsibility of the freatment & it's outcome & safely of the patien), ond Koshiks Foundation will haves no raile or responsibility
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