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DECLARATION by APPLICANT: STH9E g Wit 7
1) | hareby confierm hal all delads in tis Form ane True (o the best of my knowledge. Any lalse stalemen wil render my Application & ongoing assistance, i any
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2} | sebeemnly conllim that asslstance, If recedved from Koshiks Foundation, will be used only for e *purpose”, as staled |n this Form, lor which such sssistance
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AGREEMENT by APPLICANT ( mrrem 2 #77)

1) By affing my signalure or thumb impression on this Form, | (Applicant) heraty sgreg & suthorse Koshika Foundaton and 1's Trustess o
use'publish/put-up/reproduce my neme, address, pholo & dotsils of the “purposs”, for which such sssistance ks reguemed/granted, through any
madium, including bul net fimited 1o verbal, phnt, slaclronic, lor soliciting donations for Koshike Foundation and/or disseminatng information aboiut it's
netivitlesiachisvements. Such uso of my phaoto & details can bo made by Koshika Foundalion bofone or aftor my treatmant or fulfitment of the “purpose”
for which assistance it baing requested.

2) | (AppBeant) further agres thal any such usa of my name, address, pholo A details of the "purposs”, for which such assistance it requested/granied,
will nol aulamatically antithe me for receiving or continuing the said assistance. The decision for granting endfor continuing the pasistance will rest solaly
with the Trustess of Koshika Feundation, and thelr decksson is this regard will ba final and acceplable (o me.
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AGREEMENT by HOSFITAL (Feamf 50 &07)
By afMixing heteunder, signalum of our Aulhoraed Signatory for recommending | aase/patien) for linancial assistanos from Koshikg Foundalion, we
(Hospital) hareby affirm & accept follawing:
1) il we noithor ara presontly nod will in futum avall of financlal assistance from another NGO of any othe! source, for the sams palienl/cess, B We afe
reguesting to gat from Koshiks Foundation, fo the extent that such assistance s granted by Koshia Foundation, if the requested assistance is not granted
by Koshia Foundation, in pant o in full, then the Hospital reseves [Us right to maka up the shartfall from anathar NGO or any other sourcs. This
confirmation essentially statas that the Hospital will not avail any duplicate assistance for the same patient/case from amy offer NGO or any other source
2] The sasisiance from Koshika Foundation is anly financial in nature, Tha choice of the treatment/procedure adwsediconducted by the Hospital on (e
pasenl, & bacad on the arangament betwesn the patiant & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

pssume sole & complele responsibility of the treatmant & it's outcomie & safety of tha patian), and Mophiks Foundation will kave no fole or responsibility
fry fhve mister.
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