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DECLARATION by APPLICANT. W= T/ wum 75:

11 1 hisraby oonilirm that all detads: in ihis Form ate Trse o the best of my knowledige. Any falto statoment will render my Applitation & ongoing ssslitance, f any,
linbie for rejecticn/cancedlation.

2} | solemnty confirm that assistance, i received from Koshiks Foundation, will be-used only for the “purpose”, ao stated in this Form, for which much assistance
wirs tesuested by me

3} 1| heraby. confirm that | have not & will not in future, avall of eimburssment, in part o in full, from any ofher sourcefamplayerineerance comparry, of the amount
tor which thee assisiance ks regquesied
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1) By aMixing my signature of thumb impression on this Form, | (Applicant) hereby agree & suthonsa Koshika Foundafion and (s Trustess ip
emalpublish/pul-upireproduce my hame, address, pholo & detalls of the “purpose”, for which such assistance |s requestedigranted, through any
mdium, Ineloding but not imiled 1o verbal, print, electronic, for soliclting donations for Koshika Foundalion andior dissaminating information aboul It's

pcfivitiesfachievemants. Such use of my photo & details can be made by Koshika Foundation bofore or afier my treatmant or fulfiimen of 1he “purpose”
for which assistance s being requesied

2)1 (Applioant) further agres that sny such use of my name, address, pholo & details of the “purpose”, for which such essistance is requesiedigrantad,
will not auvtomatically entitle mé fof recelving of continuing the said a=zsistance. Tho docislon for granting andfar continuing the assistanca will rest sohaly
with the Trustess of Koshiva Foundetion, and their desision is his regard will b= final pnd pocapiable to me.
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S AGREEMENT by HOSPITAL (yeme g9 %)
Sy affixing hereunder, mgnature of our Authorsed Sgnatory for recommending this casefpatiant Ior financial aotistance from Koshika Foundation, we
{Hoepital} harsby affirm & sccopt following:
1) that wa naither are greseatly nor will In future sval of inancial assistanca frem another NGO or any other sourcs, for the same patantcase, ne wes n
requesting to gel from Koeshika Foundation, to (he sxian) that soch assistance is granted by Koshika Foundation. If the requestad assistance |s not granted
by Foshika Foundation, in past or in full, then the Hospitel reesmves 02 rght to make up the shortfall from anather NGO or sny otfier source. This
eomfirmatitn essentinlly states thal the Hospitil will nol avail any duplicate sssistance for the same patient/case from any other NGO or ahy olher saurce
2) The assistance from Koehika Foundation is only financial in nature. The choice of Ihe treatmentprocedurs advised/conductad by tha Hespital on Ihe
patiant, is based on the amangement between the patient & the Hospilal, and |s in no way nfluanced by Koshika Foundation. Henoe, ths Hospital will

gusume sols & complete respansibility of the treatment & It's outcome & ssfaty of the patient. snd Koshliin Foundation will have no role of responsibllity
In the-matler.
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