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DECLARATION by APPLICANT: i g i oy;
1] | herety confiem that all detalls in this Form are True to the besl of my knowledge, Any false stalement will render my Applicalion & ongoing assistance, fany,
liahie for rejection/cancalation

2} | solemnily confirm thal assistance, If received from Koshike Foundatlon, will be used only for the “purpose”, as siated in this Form, for which such assistance
was requasied by me
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AGREEMENT by APPLICANT (smass 2 1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & sulhorise Koshika Foundalion and il's Trustees o
usglpublishiput-up/reproduce my name, address, photo & detalls of the "purposa”, for which such assistance |s requesiedigranted, through any
medium, including bul nat Imited 1o verbal, prini, electronic, lor soliciing donations for Koshika Foundation andlor disseminaling informabion about i1's
aclivitiesfachisvemeants. Such use of my pholo & details oan be mada by Koshika Foundation betors or after my treatment or fulimeant of the “purposs”
for which assistance ls being requested.

2} [Applicant) further agree that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance is requestedigranted,
will not aulematicaily entitie me for receiving or continuing the said assistance. The decision for granting and/or confinuing the assistance will rest enialy
wilh The Trustees of Koshlka Foundation, and thelr declsion i this regand will be final and accoptable 1o ma,
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AGREEMENT by HOSPITAL (wemm T 5=1)

8y affxing hereunder, signature of our Authonsed Signatory for recommending thes case/patient for inancial asssstance from Koshika Foundstion, we
[Hospital} hareby affirm & accept following:

1} that we neither are presently nor will in future avall of finencial assistance from anolher NGO or any olher source, for Ihe same patientcase, as we are
requasting 19 get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. IF the requested assistance & nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right to maka up the shortfall from another NGO or any other sourcs. This
confirmebion essentially states that the Hospital will not svail any duplicats assistance for the sama patisnticase from any othar NGO or any other souroe.
2) The assistance from Koshika Foundation 12 only hranoal in natute. The cholce of the treatmentiproceduns sdvisedivonducted by the Hasplial on (he
patient, in based on the arangement between the patlant & the Hospdal, and (= n no way influenced by Koshika Foundation, Hence; the Hospital will
gusum: solo & complete resporsiblity of the treatmant & it's outcoma & aafety of the patient, snd Koshika Foundation will have no role or responsioility

in the matter.
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