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DECLARATION by APPLICANT: =mees 70 Whom T1:
1) | hareby conflrm that ail detalls in this Form are True to the best of my knowlaoge. Any false statement will render my Application & ongoing assistance, if any,
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1) By allixing my signature of thumb impre=sicn on this Form, | (Applicant) hereby agrea & aulhorise Koshika Foundalion and 1's Truglees 1o
usefpublish/put-upfreproduce my name, address. photo & details of the “purpose”, for which such assistance is requestedigrantad, through any
medium, including bul not imited 1o verbal, prinl. electroniz, for soliclting donations for Keshiks Foundalion and/or disseminaling Infermatkon aboul I's
sciivitiesfachievements. Such uss of my photo & delails can b made by Koshika Foundation betore or aftor my fraatmant o fulllimeant of the "purposs”
for which assistance s being reguesied.

2) | {Applicant) lurihes agree thal any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance s requestedigranted,
will not automatically entitle me for recalving of ecntinuing the said assistance. The decigion for granting andlor continuing the assisiance will rest solely
with the Trustess of Koshika Foundation, and ther decision is this regard will be final and acceptable to me

1) TR WY e WSS W wy e, § (s ) Sl e S g s f o Cwifem st s Tos e " ow s s f 5 Ao
o, Wi sl T w g o i &, 98 “wifer " yes Sw, 09, e gt gt d i il s avefend & R fedl o wen g

o waftn wed ¥ fom s 4 & w9 W e G o F Tt mowm G R e sl wEw w = sfiem

2) A (wETE) oW A e T A0 T, T, W s e S e § e ¥ wit & 59 e weem W w0 e e s f

Vi T T S = P s s o wm i

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESS
HETE % WA U S W e

AGREEMENT by HOSFITAL (wmme g0 W)
By affung hareunder, signeture of our Authorised Signatosy for recommiending thes casefpatien] for linancial aaststance rom Keshika Foundation, we
{Hospitni) hereby affirm & accept fallowing:
1) thml we nsither are presantly nar will in fiture avall of financial sssistancs from another NGO or any other source, fof Ihe same pafienticase. s we ars
requesting to get from Koshika Foundation, 10 the sxtenl that such assistance is granted by Koshika Foundation, if the requested asskstance is nol granied
by Koshika Foundation, in part of in full, then the Hospital reserves it's right to maka up the shartfall from another NGO of any other source. This
confirmation essantially states that the Hospital will not avall any duplicate assistance lor the sama patient/case from any alher NGO or any other source
2) The assstance from Koshika Foundation is anly fnancial in natute, The cholcs of the realinent’procedure advisediconductad by the Haspital on the
patignl, s based on the arangemen) betwean the patlant & the Hospital, and s in no wary influenced by Koshika Foundation, Hance, the Hospital will
assuma aols & complete responsibility of the treatmant & it's outcoma & safely of the patiant, end Koshiks Foundation will have no role or responsisiiy
i tha matter.
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