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DECLARATION by AFPLICANT. ST o e 73:

1) | hareby confiem thal all detals in this Form ame True to the besl of my knowledge. Any lalse siatemant will rendos my Application & ongeing asskstance, i anvy,
liable for rejectionicanceltation.

2) 1 solemaly confinm ihat neskstance. i recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Farmi, for which such assistance

was requestod by me
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AGREEMENT by APPLICANT (347% @i %71

1) By affixing my signabure or fiumb impressaon on this Form, | (Applicant) heraby agres & sulhorise Koshika Foundabon and if's Trostoes fo
uss/pubishiput-up/mproduce my namae, address, photo & details of the “purpase”, for which such assistance s requested/granted, through any
medium, including bul not limited 1o verbal, pant, slactronic, for soliciling donations for Koshika Foundation andior disseminaling Infarmation about it's
octivities/achievoments. Such use of my photo & detalls can bo made by Koshika Foundation balore or after my treaimeni o Tulfitment of the “purpose”
for which assistance Is baing requesied.

2) 1 [Applieant) further agree thal any such use of my name, address, pholo & detalls of the “purposs”, for which such assitance |s requested/grnled,
willl rol automaticaly entifla me for receiving or continuing the said ass:gtance. The decision for granting andior continuing the assistance will rest solely
wilh the Trustoss of Koshika Foundation, and their decision is this regard will ba final and acceptable to me
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AGREEMENT by HOSPITAL (weamm ga wot)
By affixing hereundar, signature of oul Aulhoraed Signatory for recommending thia case/patient tor linancial nuskstance from Koshika Foundation, we
(Hospital) heretry affirm & socept following:
1) that we nelther are pragenty not will in futute svell of finsnclal assistance irom anothar NGO o any other soutce, lor the same patient/case, s we are
reguisting 1a get from Koshika Foundation, to the extent that such assstance is granied by Koshika Foundation. If the requasted assisiance is not granted
by Kashika Foundation, in part or in full, then the Hospital reserves it's fght to make up the shortall from another NGO or any otfer source. This
confirmation essantially states ihat the Hospital will not avall any duplicata assistance fof the same patisnt/case from any other NGO or any other source
2) Tha II'IIJIiHIﬂI from Koshika Foundation is only finencinl in nature. The cholce of the ireatmentiprocadure advisediconduciad by the Hosplial on the
patinl, s based on the arrangement betwastrthe patient & the Hospital, and |s in no way influenced by Koshika Foundation. Hence, the Hospital will
mssume sole & complele rexponaibility of thie treatmant & IU's cutcame & safuty of the patient, and Koshikas Faundation will have na roka of respon bty
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