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DECLARATION by APPLICANT: STes B Wi wa:

1) | hevaby confirm that all details in this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing assistance;
bl fior rejection/cancellation.

2) | solemnly confirm thal sssistance, il recenved from Koshika Foundation, will be used only for the “purposs”, as staled in this Form, for which such assistance
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for which this nssistance Is requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshiks Foundation and s Trustess to
use/publishiput-upireproduce my name, addrass, photo & detalls of the "purpose”, for which such assistanae s requestadigranied, ihrough any
medium, Including but nol imited 1o veroal, print, efectronic, for soliciing donatlons for Koshika Foundalion and/or disseminating Infarmation aboul if's
activities/achigvements. Such use of my photo & details can be made by Koshika Foundation before or after my traatment or (ulfilment af the *purpose”
for which assistance is being requested
2) | (Applicant) further agree thal any such use of my name, sddress, pholo & delails of the “purpose”, for which such assistance is requestedigranted,
will nat sutomatically entitle me for recelving or cantinuing \he said assistance, The decasion for granling and/or continuing the assistance will rest solely
with the Trustees of Keshika Foundation, snd thair decision il this regard will ba finst and acceptabie o ma,
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AGREEMENT by HOSPITAL (¥owmme WM 70)

By affixing hereundar, signature of our Authorised Signatory for rscommending ihis case/patlent for financial assistance from Koshika Foundation, we
(Hospital) hareby affirm & accept following:

|+ 1) that we nelther are presently nor will in future avail of financial assistance from snother NGO or any other source, for the same patient/case, as we are
reguesting to gel from Koshika Foundation, 1o he extent thal sich assistance is granted by Koshika Foundalion, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patlenticase from any olher NGO or any piher source
2) The assistance from Koshika Foundation is only financial in nalure. Tha cholce of the trealmentiprocedure advisediconducied by the Hospital on the
patierdt, is based on the arrangement between the patien! & the Hospllal, and is in no way Influenced by Koshika Faundation. Hencs, the Hospltal will
assume sole & complele responsibility of the reatment & I's outcome & safety of the patient, snd Koshika Foundation will have no role of responsibililty
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