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DECLARATION by APPLICANT. #W8=% &m Swom 71

1} | heteby confirm that afl detaibs in this Form are True 1o the best of my knowledge Any false stalement will render my Applicallon & ongoing assisiance, if any,
lable Tor mejecton/cancatinlion

211 salgmnly confirm that assistance, If recelved from Koshiks Foundation, will be used only for the “purpose’. as stated bn this Farm, for which such assistance
was requested by me.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustoes to
usa/publishipui-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requesladigrantad, through any
medium, including but not limited 12 verbal, print, siectronic, for soliclting donations lor Keshiks Foundation andfor disseminating Infermation about iUs
activitiesiachisvemants. Such use of my phote & details can be made by Koshika Foundation beloms or after my Wreatmen! or fulfiimant of the “purposs”
for which assisiance is being requesiad

2) | {applicant) further agree thal any such use of my name, address, photo & detalls of the "purpose”. lot which such assislance |s requestadigranted,
will nat automatically antile me for receiving or continuing the sakd sasistance. The decision for granting andfer continuing the assistance will rest solely
with the Trustesa of Koshika Foundation, and their decision is this regard will ba final and acceptable to me
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AGREEMENT by HOSPITAL (womme g %)

By affieing hereunder, sgnature of our Authorised Signalary for recommending this case/patient for financial assistance from Keshika Foundation, we
(Hospitil) heraby affirm & aocept following:

1) thot we nefther are presently nor will in future avall of financial essislance from snother NGO or any other source, lor Lhe same patient/cass, as we sne
requesting o gel from Koshika Foundation, lo the extent that such sssistance is granted by Koshlka Foundation. If the requested assistance |s not granted
by Koshika Foundation, in pari or in full, then the Hospltal reserves Vs right lo make up the shortisl fram anather NGO or any other source. This
confirmition essentially siates that the Hospital will not aveil any duplicate asststance for the same patient/case from any other NGO or any other source,
2} The assistance from Koshika Foundatian is orly finoncial in nature. The choice of the treatment/procedure advised/conducled by the Hoepital on the
patinnl, i based on the arrangement between the patient & the Hospital, and [ in no way influanced by Koghika Foundation. Hanca. the Hospital will
assume sobe A complete responsitility of the trestmeant & If's outcoma & safely of the patient, and Koshiks Foundation will have ng roto of responsitility

ini the mattar.
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