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DECLARATION by APPLICANT: i ©0 v 91:

1) | hersby confirm thal ali detals in this Form & True to the best of my knowledge. Any false statement will render my Application & origaing
kabia for resecion/cancaliation,

2} | solemnly confirm that assistance, |l received from Koshika Foundation. will be used enly for fhe "purpose”, a5 staled in Ihis Farm, lor which such
o uested by me
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AGREEMENT by APPLICANT (smizs g i)
11 By afiing my signature or thumb impression on this Form, | (Applicant} herby agree & suthafise Koshika Foundstion and iI's Trustess 1o
usepLbishput-upireproduce my name, address, photo & dotals of the "purpose”, for which such assistance s requasiedigranted, thraugh any
madium, inchuding et pot limited io verbal, prinl, lectronic, for soliciling donations for Koshika Foundation andior disseminating information sboul if's
activilieslaschisvements. Such use of my pholo & details can be made by Koshika Foundation before or adter my treaimant of fulthiment of the "purpose”
for which assistance is baing requestod,
2} | (Appbeant) furihe ayrse Lhal any such use of my name, address, photo & details of the "purpose”, lor which such assistance |s requestedigrantad,
will nol automatically antile me fof receiving of continuing the said assistance. The decision for granting and/or continuing the assisance will rest sololy
with the Trusizes of Koshika Foundation, and thelr decigion is this regard will be final and acceptable o me,
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AGREEMENT by HOSPITAL (rems 5 %)
By affising hersindar, signnlure of aur Authorised Signalary lor recammending this case/patient for financial assistance from Koshika Foundation, we
{Haspita!) hamby affirm & accept following:
1) thal we nelthar ars presently nor will in fuluee avail of Snancial sssisiance from another NGO or any othar source, lor the sams patianlcase, a3 we are
requasting 1o gl from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested assistance is not granied
by Hanhike Foundation, in par or in full, then tha Heapital resarves it's right 1o moka up the shorfall ffom another NGO or any other source, This
confirmation essentially stales that the Hospital will not avall any duplicate assistance for the same patient/case rom any other NGO of any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmenUprocedure sdvised/conducted by Ihe Haspital on tha
patiant, is kased on the amangement between the patient & the Hospital, and & in no way influgnced by Koshika Foundstion. Hence, the Hospital wil

nssumi soke & complele responsibility of the teatment & II's outcomae & safuty of the patienl. and Koshika Foundation will have no rolo or rosponsdbility
in the matter
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