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DECLARATION by APPLICANT: SIWEw® X0 SrTen o¥:

1) | hareby confiem that all detads in this Form are True fo tha best of oy knowledge. Any falss statermant will rander my Application & ongoing assistanca, I any,
lighle for rejection'cancellation,

2} | szilemnly confirm that assistance, if recaived from Koshike Foundation, will be used only for the "purpose”, 85 steled in fhis Form, forwhich such assistance
wias requested by me

3 | hisraabry canfirm that | ave nol & will rot in future, svail of reimburssment, in part or in full, fram any other mmtm'mnuhywlnswm:& company, of the-amount
far which ths assislance (s reguesied.
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11 By affixing my signaiure or thumb impression on this Form, | {Applicant) hereby agres & suthonsa Koshika Foundation and il's Trustees o

usafpublshipul-upiroproduce my name, address, pholo & detalls of the “purpose”, for which such asslstance ls requestad/granted, through any

madium, Inchuding but not limited to verbal, prinl, slecironie, for soliciling donations for Koshika Foundsation andior disseminaling Infermation aboul it's

acfivitles/achievemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or futfitment of the *purpose’
for which asslsiance s belng requesied.

2) | iApplicant) further agres that any such use of my name, address, photo & detalis of the "purpose”, for which such assistance is requestedigranted,
will not automaticatly entitie ma for recedving or continuing the sald assistance, The decision for granting and/or continuing the assistancs will rest aolaly
with the Trusiees of Koshika Foundation, and their dacision is this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (7 §R0 %)
By affixing herounder, sigratute of our Autharised Signatory for recommending this casafpatient for financial assistance from Koshikn Foundstion, wa
(Hasgital) hereby affirm & accapt fallowing:
1) that we nalther are preasntly nor will in future avail of financial aasistancs from anolher NGO or any other source, for (he same pallent’casa, ga we ars
requesting o get from Koshika Foundation, to the extent that such assisiance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Faundation, in part or in full, then the Hospltal reserves it's right to make up the shartfall from another NGO or any alher source. This
confirmation assantially states that the Hospital will not avall any duplicate assistance lor the same patient/cass from any oifier NGO or any other source
2) The assisignce from Keshika Foundalion ks only financial in naiure, The cheice of the reaimentprecedure advisediconducted by the Hoapital on tha
patient, is based on the srmengement betweean the patient & the Hospital, and |s in no way influenced by Koshika Foundatlon, Hance, the Hospital will

assume sole & compleis responsibility of the freatrment & Il's outoome & safety of the patiant, snd Koshika Foundation will hava no role or responsibility
in the mattes,
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