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DECLARATION by APPLICANT. SIe® G i 73:

1] | hateby conliern thal 5l detals in Shis Form are True 1o the best of my knowledge. Any false stalement will render my Application & ongoing assistance, if any
lisbie for rejectionfcanceliation.

2} | solemaly confirm thal nsskstance, If recelved from Kashika Foundatice, will be used only for the *purpose”, as staled |n this Form. for witich such sssistanco
was requested by me
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1) By aMxing my signature or thumb impression on this Form, | (Applicant) hereby agree & suhorise Koshika Foundation and It's Trustses o
use/publshfpul-upireproduce my name, sddress, photo & detalls of the "purpose”, for which such assistance is requesied/granted, through any
medium, including but not imited 1o verbal, prink, slectionic, for soliciling donations for Koshika Foundation and/or dissaminating infarmstion about (s

setivities/achievements. Such use of my pholo & detalls can be made by Koshika Foundation bafore or after my treatment or fulfilment of the “purposs”
for which assistance |s being requested,

2) | (Applicant) hirther agrea that any such use of my nama, address, photo & detalls of the “purposs”, ler which such assistance is requested/grantad,
will not aulomatically eniie me for recelving or continuing the said assistance. The decision for granting andior conlinuing the assstance will res! solety
with the Trusiess of Koshika Foundation, and their declsion is this regand will ba final and soceptable (o me
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AGREEMENT by HOSPITAL (rewmm o w0T)

By afixing horeunder, signature of our Authorsed Signatory for recommending Lhis case/patiant for financial assistance from Koshika Foundation, we
(Hospital) hereby offirm & accept following:

1) thal we noither e presently nof will ia future avall of inancial essistance from another NGO or any other source, for the same patient/cass, Bl we are
reguesting Lo gel lrom Koshika Foundation, 1o the extent thal such assistance is granied by Koshika Foundation, If the requested assisiance is not granted
by Kashika Foundation, in part or in full, then the Hospital reserves [1's right 1o make up the shortfall from ancther NGO or any offer soures. This
conflmition essantially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source,
2| Tha sssistance frmm Moshika Foundation is only financial in nature, The choice of the treatment/procedurs advised/conductad by the Hospital on tha
patent, is based on the amangsment batween the patlent & the Hospital, and |s In no way influanced by Koshika Foundation. Henca, the Hospital will
pasume sole & compiste responsitsiity of the treatment & it's outoome & safety of the patient, and Koshika Foundation will have no role or responsibility
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