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DECLARATION by APPLICANT: T9SR 5T Srem T1:

1) | hiredyy confiem that ol detalls in this Form ane True to the best of my knowledge. Any falss statement will render my Application & ongoing assistance, If any,
lsabie for res .

2) | solamnly confirm that assistance, if recelved from Koshika Foundation, will Be used only for the “pumpose”, os stated in this Form, for which such sssistance

was rotuesiod by me.

3) | hamresbyy condiem that | have nol & will not in fefure, aved of reimburssmaent, in part o in full, from any other sourcalam ployerimsumncs company, of tha smount

for which this assistance i requested
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1} By affixing my signature or thumb impression on this Form, | {Applicant) horeby agree & authorise Koshika Foundation and it's Trustees o
use/publshiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance ls requested/granied. through any

misdium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshila Foundation and/or disseminating information about it's

sctivitiosfachigvements. Such use of my pholo & detalls can be made by Koshike Foundation before or after my treatment or fulliment of the “purpase”
for which agsistance is being requested.

21 | {Applicant) furthar ngree thal any such use of my nama, sddress, photo & details of the “purposa”, for which such asslsiance is reguesied/granted,
will not automatically entile me for receiving or confinuing the said assistance. The decision lor granting andior conlinuing the assistance will rest solely
wiih e Trusiess of Koshika Foundstion, and their decision ls this regard will be finel and scceplable o me.
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AGREEMENT by HOSPITAL (wemmm w1 %)
By affining harounder, signnlute of our Authorised Signatory for lecammending this case/patient for inancial asgistance from Kowhiky Foundation. we
(Hospital) heraby affirm & accept following:
1) thot we neither are presently nor will in future ovail of financiol sssistsnce from another NGO or any other source, for the samae patient/cags, o8 wi o
requasting o gel from Koshlka Foundation, to the exient that such assisiance is granied by Koshika Foundation. if the requested assistance is nol granied
by Koshiks Foundation, in part or in full, then the Hospital resarves it's right to maka up tre shortfell from anather NGO or any other source. This
confirmation essentially sates that the Hospital will not avall any duplicates assistance for the same patient/casa from any other NGO or any other source.
2) The ssslstance from Koshika Foundation is only financial in nature. The choice of the resimentiprocedure sdvisediconduciod by the Hospilal on the
patienl, is based on the amangement between the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will

assumo sola & comgplole respormibidity of the treatmant & it's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
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