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DECLARATION by APPLICANT: aies g e o

1) | haraby conflrm that all delsils in his Form are True to the best of my knowladge. Any talsa statement will randar my Application & cngoing assistance, {f any,
Iiebbe for rajectonicancaliating

2) | splemnly confirm that assistance, If recelvad from Koshika Foundation, wil be used only for the “purpase”, a6 stated In thiz Fom, for which such essistance
was requesied by me,

8) 1 heraby confirm that | have not & will nat in future, avall of reimbursment, In part of in Wll, from any ather sourcelemploverinsurance comgarty, of the smount
Tar which thie assistance is requesied.
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1) By altng my signature o thumb impression on this Fom, | (Applicant) heraby agrae & suthorise Koshika Folridstion and it's Trustess i

usefoublishiput-up/tepeoduce my name, address, photo & delalls of the *purpse”, for which such assistance is requestedigranted, through any

mediurm, Includicg bul not linvited to verbal, prinl, sisctronic, for soliciing donations for Koshika Foundation srofor dissaminating khformation about it's

adllvilies/aonievemen:s, Such use of my pholo & detalls can be made by Koshika Faundstinn Befors or alier iy kreatmanl pr fulfifmant of tha *purpose”
for which assistance |s being requasted,

2] | (Applicant) lurher egres thal sny such Usa of my nama, address, pholo & detsils of the "purposs”, for which such asslstence s eguested/grantad,
will nol sulomaiicaliy entitle me for recetving or conlinuing the-said assictance. Tha docision for arenting andiar sonfinulng the asslstance wil resl solsly
with the Trustees of Koshila Foundation, and fheir decision is this regard will bs final and acceptatle io me.
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AGREEMENT by HOSPITAL (wemm Em win)
By affiwing hereunder, signaturs of our Authorised Signatory for rezommendlng Uhis casedpallen] lor financial assistanoe from Koszhika Foundation, wa
{Hoepital) hereby affirm & aceepl fallowing;
1) that wa reither pre presenily nor will In fillise avall of insncizl assistance from anather NGO oF any ethar source, for the same patientcase, as we are
requesting Lo gel from Koshila Foundation, to the extent that such assistanca Is granted by Koshika Foundation, |f the requesied assistanco s not granted
by Koshika Foundation, in part or in full, than the Hospital resorves IV right 1o make Up the ehorfall from ansther NGO or any othar sourca, This
confirmation szsenlially statss that the Hospltal will not svall any duplicate sssistance for the same patisnticass fram any other NGO or any oiher sourcs.
2) The essistance from Koshika Foundation is only francial In nalura. Th choles of the reatimentiprocedirs siivisadicandueisd by the Hospital an the
patlent, s based on the arrangemen| between fhe patlent & the Hoapital, and bs In no way influsnced by Koshika Foundation, Hence, tha Hospitat will

Bsguma sola § complate responsiblity of ihe treatment & F's auteome & safsty of tho patlent, and Keshila Foundatlon wil kave no rmls of raspansibility
in the matlar
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