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DECLARATION by APPLICANT: WFRE ER U T7:
1) | hereby confiern thal all detals in this Form are True to the best of my knowledge. Any false sistement will render my Application & ongalng ausistance, |1 any,
liaia for rejection/cancellation

21 1| sulemnly condirm thal sssistance, If received fram Koshika Foundation, will bo used only for the *purposa’, a8 staled in this Form, for which such assistance
was requested by me

3} | haraby confiom hat | kave nod & will nat in futurs, @vail of relmiurssmaent, in pail of o (ull, lram any other soures/employerinaurance comgany, of the amount
for which this gssstance = requested.
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AGREEMENT by APPLICANT ( sries gim #17)

1) By alfixing iy signature or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshiks Foundation and i('s Trusiees to
use/publish/pul-up/mproduce my name, addiess, photo & datads of the “purpose”, for which such assistance is requested/granted, through any
medum, including bull not lkmited to verbal, print, electronic, for soliciling donabions for Koshlka Foundation andior disseminaling infofmation aboul s
activities/achioverments. Such use of my photo & deiails coan be made by Koshiks Foundation before or after my treatmont of fulfilment of the “purpone”
for which assisisnce ks being requestad,

2) | [Appheant) furiher agres that any such use of my name, address, photo & details of tha "purpose”, for which such assssiance ks mequested/gmnled,
will pat automatically entitle me for recelving of continuing the sald assistance. The decision for granting and/or continulng the assistance will rest solely
wilh he Truslees of Koshia Foundation, and their declgion is this regard will ba final and accaptable o me,
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AGREEMENT by HOSPITAL (wwmmes gm %)

By affixing hereunder, signature of our Authorised Signatory for recommanding Ihis case/palient fof Snancial aesisianos from Kashika Foundateon, we

(Hospital) hersby affirm & accept fallowing: _

1] thil we nefther are presenily not will in Rulure avall of fnanclal assistance from ancther NGO or any ather source, for the same pationt/case, as we ol
to gt from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. |f the requested assistance Is nol granied

by Koshia Foundation, i per or in full, then the Hospital ressrves s right to make up the shortfall from anotfer NGO or any other soureas. This

confirmation essantially states that the Hospital will not &vail any duplicats assistance for the same patientcase from any other NGO or any othar souros

2} The sasintance from Moshika Foundation s only financial in natute. The choxce of the treatment/procedure advised/conducted by the Hoapital on ihe

patient, s bassd on the srangemaent hetwaen the patient & the Hospétal, and is In no way influenced by Koghika Foundation. Hence, the Hospital wil

apsume sole & complete responsibility of the reatmenl & i's outcoma & safety of the patient, and Koshika Foundation will have no rolo of responsitility
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