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DECLARATION by APPLICANT: =T g 9w i:

1) | Perreby eonfiom thad all detalls |n this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing ssslsiance, I any.
limtle for rejection/canceitalion.

2] | sulermnly confirm that assistance, If recelved from Koshiks Foundation, will be used only for the "purpose”, Bs stated in this Farm, for which such nesintance
wias requesiad by me
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AGREEMENT by APPLICANT ( siew g #F)

1] By affixing my signature of thumb impression on this Form, | [Applicent) hereby Bgree & authorise Kashika Foundation and it's Trusiees (o
use/publiishiput-upireproduce my name, address, photo & datails of the “purpose”, for which such assistance is requesied/granted, through any
miedum, ncluding bul not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout i's
potivities/achievemants. Such use of my pholo & delalls can ba made by Koshikn Foundation bafore or aftor my treatment of fulliiment of ihe “puposn”
for which assistance (s being requestad.

271 {Applicant) furiher agres thet any such use ol my name, address, photo & delalls of ihe "purpose”, for which such sssistance s roquested/granied,
willl mol aulomatically entile me lor recelving or continuing the said azsistance. The decision for granting andior confinuing (he assistance will resl soledy
with the Trusless of Koshia Foundation, and thair decision is this regard will ba linal snd acceplatla 1o me,
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AGREEMENT by HOSPITAL (weemm 290 w0T)
By aMixing hereunder, signalure of our Authonsed Signatory for recommanding this case/palient for linancial assistance lrom Hoshis Foundation. we
(Hospitat) herely affirm & accapt following.
1) that we nilher wre predantly nor will in fulure avall of fnanclal asalstance from another NGO o any olfer source, for the same petient/case, Bs we e
reguesting to get from Koshika Foundation, 1o the extent that such assisiance s granted by Koshika Foundation. If the requested assistance is not granted
by Koahkn Foundalion, m part of in full, then the Hospital resedves I's nght 1o make up the shortfall from another NGO or any other sourca. This
confirmation essenkially states thal tha Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2) Tha assistancs kom Koshika Foundatian s only financial in natute. Tho chokce of the irmatmentiprocedurs advised/conductod by the Hoapital on the
pabent, is based on the ervangement between the patlent & the Hospital. and is in no way influanced by Koshika Foundation. Hence, the Hospital will

nasuma sole & complele responsitdlity of the treatment & it'y outcoma & safety of tha pationt, and Koshika Foundation will have no role or reaponsibility
i e mattar.
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