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DECLARATION by APPLICANT. siTs g sy 1a;

1) | hereby confim i all detats. in this Form are True fo the best of my knowfedge. Any laise statsmant will render my Application & cngoing assistance, i any.
b for rejectonicancoliation.

2) | seieminky confirm that assistance, if recedved from Koshies Foundaion, will be used only for the “purpose”. s sated in this Fomm, for wiich such assistance

was reguastad by me.
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AGREEMENT by APPLICANT (Enies gim %1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorlse Koshika Foundalion and #'s Trustoss 1o
use/publish/pul-upireproduce my name, addrass, pholo & datails of the “purposs’, for which such nsaistance s requestedigrantad, through any
medium, induding but not Emited to verbal, prinl. slectronic, for saliciling denations for Kashika Foundation andior disseminating informaton about ir's
activities/achiovements. Such use of my photo & detalls can be made by Koshika Foundation before or aher my trestment or fulfliment of the “purpose”
for which aasistance s boing requesied.

2) | {Applicant) hurther agree that any such use of my name, address, phota & detalls of the "purpose”, for which fuch asssstance s requestadigranted,
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with the Trusiees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (vemm o0 %)
By affixing hareunder, signature of our Authorised Signatory for recommending this case/patient for financial assistsnce from Keshiks Foundation, we
(Hospital) herey affirm & accept following:
1) that we nelthes are presently nor will In futute avall of firanciel assistance from enother NGO or any other source, for the same palianticass, a8 we are
requesting 1o get from Koshika Foundation. to tha extent that such assistance is granted by Koshlka Foundation, If thee requwsted assistance s not granted
by Koshika Foundation, in part or in full, then ihe Hospltal reserves ir's right 1o make up the shortfall from another NGO or sny othes source. This
confirmation essantially stsies that the Hospital will not wvail any duplicate sssistance for the semae patient/case from any other NGO or any other source
2] The ausistance from Koshika Foundation |s only financial in nature. The choles of the treatmen{/procedure advised/conducted by the Hospital on tha
patient, s based on Ihe arangement batween the patient & the Hospltal, #nd i in no way influenced by Keshika Foundation, Hence, the Hospital will
assuma site & complels responsibility of the treatment & It's oulcome & safety of the patient, and Koshikes Foundation will have no role of responsibility
in the matter
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