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DECLARATION by APPLICANT: #HiT® T W 7

1) | heteby confem that 2 detsite in this Form are Trues to the best of my knowledge. Any lalse slalement will render my Application & o
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2) | zofmmnly cosfirm Fal sssistance, f received from Koshika Foundation, will be used only for the “purpose”, &5 stated in this Form, for
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AGREEMENT by APPLICANT (arie® g0 wT1)

1) By alfising my signature o thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustees fo
uselpublishinut-up/reproduce my name, address, photo & detalls of the *purpose”, for which such assistance |s requestodigranied, through any
medum, ingluding bul nol limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminaling informalion aboul i's
activitigsachievaments, Such use of my pholo & detalls can be mada by Koshika Foundstion before of afiar my tremtment of fulfiiment of the "purpose’”
fer which assistance is baing reguesied.

2} | [Apphcant) furlher agree that any such use of my name, address, pholo & detalls of the “purpose”. for which such assislance ia requesiadigranted,
will rol wutamatically entile me for recelving or conlinuing the said assistance. The declsion for granting and/ar continuing the assistance will resl solely
with the Trustees of Koshiks Foundation, snd thair decishon is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥Fad BRI FT0)
By aMixing hereunder. signature of cur Authorised Signatery for recommending this caselpatient for financial assistance from Koshika Foundation, we
[Hospltal) hershy ofirm & accep! following:
1} that we nelther are presentty nor will in future avadl of financial assistance from ancther NGO or any other source, for Ihe same patianl/case, o8 We ure
requesting |o get from Koshika Faundation, 1o the extant thal such sssistance is granted by Koshika Foundation, | ihe requested assistance is not granited
by Hoshika Foundation, in part or |n full, then the Hospltal reserves It's right 1o make ug the shortfall from anather NGO ar any other source. This
confirmation essantially states thal the Hospits! wiil nol avail any duplicate assistance for the same patientcase fram any other NGO or eny other source.
2] Tha assisiance from Keshika Foundation |5 only financial |n natute. The choice ol the treaimentipronadune advisedicanducted by B Houpltsl on the
patienl, is based on the arangement between the patient & the Hospiial, and is in no way influenced by Koshika Foundation, Hence, the Hospital wil

assume sabe & complete responsibility of the treatment & If's outcoma & salety of the patient, and Koshika Foundation will have Ao role or responaibilty
in the matter.
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