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DECLARATION by APPLICANT: ¥pdiew g twm w1:

1} | heroty conflern thal all detalls in #is Form are True to the best of my knowlodge. Any faige stalement wil render my Apphcation & engoirg sassiance, if any,
abli Jor ressctionicancaliation,

2) | solemnly conlirm that ssalstancs, If recalved from Koshiks Faundation, will be used gnly lor the "purposs®, i slated In fhis Form, for which such ssskstance

was mquested by me.

3} | hoteby confiem that | have not & will not in future. avell of resmbutsement. in part or I ful, from any other soueabon Hoyernutsnes compary, of the amount
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorse Koshika Foundation and ['s Trustees 1o
use/pubishipul-upireproduce my name, addrews, photo & details of the “purposa”, for which such assistance is raquested/granted. through any
medium, including but not limited I verbal, print, ekecironic, for solkciting donations for Koshika Fourdation sad/or disseminating infarmatlon sbout H's

acthvities‘achiovamenis. Such use of my photo & detalls can bo made by Koshika Foundation bofore or after my treatment o fulfimant of the "purposs”
far which assistance [ being requestiod.

201 (Appleant) turther agres thal any wweh use of my name, address, photo 4 datails of the *purposs”, for which such asslslance is requestedigranind,
will nol sutomaticaly anlite me for receiving or continuing the sald assistance. The decision for granling andlor continuing the assistance will ros! solely
wilth e Trustoss of Koshika Foundation, snd thelr declsion is this regard will be final and acceptable 1o me
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7 AGREEMENT by HOSPITAL (T o0 w10)

By affizing hersunder, WMMMMMWHMHW inis case/patient for financint assistance from Keshika Foundatlion, we
(Hosplis!) hereby sfirm & socept

1] that we neldher are presenily. nor will in future avail of financial ssalstanon fram another NGO or any other soutcs, for the same patlent/case, & we am
requasting 1o gal from Koshika Foundation, to the @xient tha! such sssisiance is granted by Koshika Foundaticn. If the nequested sssistance (8 nol granied
by Kaghika Foundation, iy part oria full, then the Hoapital reserves il's nght lo make up the sharfall from ansther NGO or any oiher source. This
confirmation essentially states that the Hospital will not avail any cuplicats sssistance for the sime patEnt/case from any other NGO or ony other aourcs.
2) Tha assistance from Koshika FoundaBon s only financial in neture. The choice of the reatmant/procedune advised/conduciad by the Mospital on the
patient, i based on the amsngement betwesn the patient & the Heapltal, and f in no way influenced by Keshika Foundation. Hence, B Hespital will
assumme sole & complels reaponalbity of the reatmant & 's outcome & safety of the patient. snd Koshika Foundation will have no role or responsibliity
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