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DECLARATION by APPLICANT: SITHER EM W 99:

1) | hareiby confirm that all delsls in this Form ane Trus to e bast of my knowledge. Any falss staternent will render my Application & ongolng assistance, il oy,
liabie for raj

2) | nbarmnily confirm thal sssistance, if received from Koshika Foundation, will be ulied only for the “purpose”, as stated in this Form_ lor which guch asalstance
was requested by me
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1) By affizing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koghika Foundation and INs Trustees 1o

uie/ publish/put-upireproduce my namae, address, photo & details of the “purpose”, for which guch assistance is requested/granted, through uny

migdium, including but not imited to verbal, prinl, slsctronic, for soliciling donations for Koshika Foundation andior dissaminating information about it's
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wilh the Trusises of Koshika Foundation, and thelr declsion |s this regard will be final and scceplable 1o me.
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AGREEMENT by HOSPITAL (wwmm B/ W)
By affining hereundsr, signature of our Authorised Signatory for racommaending thia cana/patient for financial assislancs from Koshika Foundabion, we
(Hospital} hereby affirm & accept
1] Bhat we nofher are presontty nor will in future avell of inanciel assistancs from another NGO or any othet sourca, for ths wema patient/cass, s we are
reguesting to get from Koshika Foundation, fo the sxtent that such assistance is grantad by Koshlka Foundation, If the requested assistance is not granied
by Moshika Foundation, in part o in full, then the Hospital rossrves it's right to make up the shortfall rom another NGO or any othet souics, Thia
corfirmation siztes that the Hospital will not avall any duplicaie assistance for the same patisn/cass from any other NGO or any ofher source
2) The sssiatance from Keshika Foundation is only financial in nature, Tha cholca of the reatmenlprocedurs advised/conducted by the Hoapital on tha
patient, is based on the arrangemeant between the patient & the Hospilal, and is in no way influenced by Koshika Foundation, Hence. the Hospital wil
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