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DECLARATION by APPLICANT: S0 Zm wWiwm ¥

umu:y’wmllmlanummemh best of my knowledge. Any false statement will randet my Applieation & ongolng assistance, if any,

2) 1 solemnly confirm that axsistance, If received from Koshika Foundaion, wil be used only for the ‘purpose”, as staled in thie Form, for which sich assistance
was requested by me
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AGREEMENT by APPLICANT (sawes @1 %7

1) By affaing vy signature of thumb impression on Mis Form, | (Applicant) hireby agros & authorise Koshika Foundation and ifs Trustees i
usepublshipul-uplreproduce my name, address, pholo & details of the “purpose”, for which such assistance in requesiodigranted, through any
medium, including but not limited Lo verhal, prini, slectronie, for saliciting donations for Koshika Foundalion andlor disseminating Information sbout i's

aciivilles/achievements. Such uso of my photo & detalls can be made by Moshikas Foundation tefore or after my troatment or fulliment of the ‘purpose®
far which assisiance s baing requesied.

) | (Appiicant) further agree that nny such use of my name, sddress. photo & delals of the *purpose”, for which such assistance |s requestedigranied,

will nol aulomatically entiie me for receiving or continuing the sald assistance. The decision for granting andior continuing the sssistance will rest soksly
wilh tha Trustees of Koshika Foundation, and thalr decision s this regird will be linal and acceptable to me.
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AGREEMENT by HOSPITAL (wwumes g win)

ng hsteunder, signature of our Authorised Signalory lor mosmmanding ihis caselpaient for financial assistance from Koshia Foundation, we
{Hospitad) hereby affirm & accept following:

1} thal we nelther are prasenlly nos will in futute avail of Enincial mssistance from another NGO or any ofher source, for fhe same pationt/case, Bs we are
requesting to gel from Koshiika Foundation, lo the exdent ihel such assistance is granted by Koshika Foundation. If the requested assisiance is not granted
by Koshika Foundstion, i part or In full, then the Hospltal reserves s right 1o make up the shorifall from ancther NGO or any ofher source, This
confirmation essentially states that the Hospital will not evall eny duplicate assistance for the same patienticase from any other NGO or any ofhar source.
2) The assistance from Koshiks Foundation ks only financial ia nature. The choice of the treatmentprocedure advised/conducied by ihe Hospital on the
patient, is based on the amangement betwean the paliant & the Hospltal, and i in no way influenced by Koshiks Foundation. Hence, the Hospital will
assume sole & complete responsitdity of the treatment & it's oulcoma & salety of ihe pabient. and Koshika Foundation will have no role o respansibiiity
in e matier.
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