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DECLARATION by APPLICANT: SIFpow m i we:

1) 1 heredy confirm thal ol detaits in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistanon, # any,
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AGREEMENT by APPLICANT (smiow 0 %)

1] By affiring my sgnature of thumb impresson on this Form, | (Agplicant) ereby agree & suthorise Koshika Foundation and It's Trustees to
usepublsh/pul-upreproduce my nams, sdorsss, pholo & datalls of the “purpose”, for which such assistance is requestedigranied, thiough any
mesdiurm, inchading Bt not limded to verbal, prinl, slectronic, for soficiting donations for Koshiks Foundation and/or dissseminating information sbout i
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for which assistance |s baing reguested
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AGREEMENT by HOSPITAL (wesm| 0 W)

By affing hereuncar. sgnature of our Authonsed Signalory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) henaby affirm & accopt following:

1) thal we nefther are presently nos will in future avall of financip! assistance from another NGO or any other source, for the same patient/case, ps we are
requesting 1o gel from Koshika Foundation, to the axtent that such assistance |s granted by Koshika Foundation, If the requesied asssstance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves |I's ight to make up the shorifall from another NGO or any other source. This
conflirmation sssentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any othor NGO or any ather source
2) The assistance from Moghika Foundaton i only financisl in nafure, The chaloe of the (reastmentprocedune advised/conducied by the Hospital an the
patianl, is based on the arrangemant betwesn the patient & the Hospital, and is in no way influsnced by Koshiks Foundation. Henoe, the Honpital will
pssuma sole & complete respansdility of the restment & IT's culcome & sefely of the and Koshike Founduilon will have no role of responsibility
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