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DECLARATION by APPLICANT, SPas® 5F1 SMm 7

1) | hrety confinm that all detalls in this Form are Tree to the best of my knowledge. Any false statomont will render my Application & ongoing assistance, I any,
lable lor pection/cancellation.

2 | solermnly carfirm that assistance, f recatved from Koshika Foundation, will be used only for the *purpose”, as staled |n this Form, lor which such assistance

was requesied by ma
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heteby agres & authorise Koshika Foundation and iU's Trustees 1o
uralpublishipuf-upiraproduce my name, address. photo & detsils of the “purpose”, for which such assistance is requested/granted, hrough any
mediim, including but not Hmited to verbal, print, slectronle, for seliefiing donations for Koshlla Foundation andior disseminating information about it's
golivities/achievaments. Such use of my phato & datalls can ba made by Koshika Foundation before or aftar my treatmant or fulfiiment of ihe "purposs”
for which pesistance i3 being requastad.

2) | |Applican]) further agree ihat any such use of my name, address, photo & detalls of the "purpose”, for which such assistance s requesiad/granied,
will net sutdmaticatly entite me for recalving of continuing the said szsistance. The declsion for granting and/or cenlinuing the asskstance will rest salsty
wilh the Trusiees of Koshika Foundalion, and their decision is Ihis regard will be final and scceplable to ma
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AGREEMENT by HOSPITAL (W&pe= 20 WiR)
By offining hereunder, signature of our Authosed Signatory for ecommending thre case/patient for linancial assistance from Keshika Foundation, we
[Haspital) hassty affirm & accept ollowing;
1) hal wa nieithar ara presently nat will in ilure avall of financial assistance from another NGO or any other source, for the same palient'case, as we are
requesting o get from Koshika Foundation, 1o the extent that such assislance is granted by Koshika Foundafion. If the requested assistance & nof granted
by Koshika Foundation, in part af in full. then the Hospilal réserves it's right lo miaka up the shortfall from ancther NGO or dny other source, This
confirmation essentlally states thal the Hospital will not avall sry duplicatls assistance for the sama patient’case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nalure. The chaics of the traatment/procedurs advissd/conductad by the Hospital en the
patiant, it based on the amangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation, Hence, the Hospilal will

pgaume sole & complete responsibility of the treatmant & il's outcoma & safety of the patient, and Koshika Foundation will have no rels or responsibiliny
I the matter,
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