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DECLARATION by APPLICANT: STaew B wMen 97:

1) | haraby confirm that all detalls in ks Form are True 1o the bast of my knowledge. Any false stalsment will tender my Applcation & ongomng assistance, If any,
liable for repacticn/cancellation

21 | solemnly confirm thet assistance, if received from Koshiks Foundation, will be used only for the “purposs”, @9 stated in this Form. for which such asslstance
was requested by me

3) | hareby conferm that | have not & will nol in future, vail of reimbursemant, in pan or in full, fram any other sourcalemploverinaumnes company, of the amaunt
for which this assistance s requested
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1) By -affixing my sigrature or thumb impression on this Form, | (Applcant) hereby agree & authorisse Koshiks Foundation and it's Trustees o

use/publishipul-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance ls requestedigranted, through any

rridium, Ineluding bul pot limited to verbal, print, slectronie, for solieiting denations for Koshika Foundation andior disseminating Information about it's

activites/achievomants. Such use of my photo & detaits can ba made by Moshika Foundation befors or after my treatmant or fulfilment of tha “purpose”
for which assistance |s being requesied

2) | {Applicanl) urther agree that any such use ol my name, addmress, photo & detalls of the *purpose”, far which such assistance is requesiedigranied,
will nat automaticatly entitle me for receiving or continuing the said assistance, The declsion for granting andlor continuing the assistance will rest solely
wilh the Trustess of Koshika Foundation, and their decision 8 this regard will be final and acceptable to me
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AGREEMENT by HOSFITAL (¥ems @0 &1)

By affixing hereunder, signaluee of our Aulhorsed Signatory for meommending this casa/patiant for linancial assistance from Keshika Foundation, wa
(Hospital) haraby alfirm & accepl tollowing:

1) that wie nailher are pragently o will in future avall of finencial ossistancs from another NGO or any other source, for ihe seme pafient/oose, o5 we 6
roguesting 1o get from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation. If the requasted assistance ig not granted
by Koshiks Foundation, in part or in full, then the Hospital reserves s right 1o make up tha shortfall from another NGO or eny other source. This
confirmation essentially states thal the Hospital will nol avail any duplicate assistance for the same palient/cass from any ather NGO or any other source.
71 Thet assistance from Koshika Foundation is only finzncial in nature. The choics of ihe reatment/procedure sdvised/conductsd by the Hospital on the
patient, is based on the arrangement botwean the patlent & the Hospital, and i® in ng way influsnced by Koshika Foundatian. Hence, the Hospital wil

assLUme soie & complele responsibility of the treatment & IUs outcome & safety of the patient, and Koshika Foundation will hiavve no role or responsibility
in the mattar,
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