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DECLARATION by APPLICANT, SRS 7 Sm 73;

1} | hereby conflem (hat all detsils in this Form are True bo the best of my knowledge, Any false siatement will render my Application & ongoing assistance, i any,
(it fiow rejsction/cancellition.

2) | solemnly confirm fhet assistance, if received from Keshika Foundation, will be Used anly for the “purpose®, as stated In this Form, for which such sssistance
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AGREEMENT by APPLICANT ( s47% 10 %)

1) By affixing my signalure o thumb impression on this Form, | (Applicant) hesaby agroe & authonse Koshika Foundation gnd ir's Trustees o
usa/publEshiput-uplreproduce my nama, address, photo & detalls of the "purpose”, for which such assistance |s requestadi/granied, Ihrough any
medium, including bui not Imiled lo verbal, peint, slectranie, for solicling donations for Koshika Foundation and/or disseminating information about (s
aclivities/achisvemanis. Such use af my phato & dotails can ba mada by Koshikes Foundation before or after my treatment or fulfilment of the “purposes”
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with the Trusteas of Koshika Foundation, and their decision |s this regard will ba final and acceplable fo me.
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AGREEMENT by HOSPITAL (7w G wo1)

By alfizing hereunder, signalure of our Aulharised Signalery for recommending this case/patient far financial asslstance from Koshika Foundation, we
(Hospital) horaby aftirm & acoept following:

1] that we nolther are presantly nos will in fulure sveil of finincial Gssistanoe inom another NGO or any olber source, Tof the samae palent/ciss, as we are
requesting to gel from Koshika Foundation, to the-extent thel such assisiance is granted by Kashika Foundation. |1 the requested assistance (s nol granted
by Woshlka Foundation, In part ar in fell, then the Hospital resesves |08 righl fo make up the shortfall from anather NGO or any other sourea. This
confirmation essentially statas that the Hospital will not avall any duplicate assistance for the same patient'case from any other NGO or 2y ofbar source.
2) The assstance from Hoshika Foundation is only finencial i nature. The cholce of the tealmentprocedute advised/conducted by the Haspital an tha
patient, in haned on the armengemant betwesn the patisnt & the Hospilal, and ig in no way influsncad by Koshika Foundation. Hanca, the Hospital will

assume sole & compiate responaibility of the treatment & I8 outcome & safely of the patient, and Koshika Foundation will have no rale or responsibility
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