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DECLARATION by APPLICANT. SR TN e W #
1) | nerely confirm that all detats i this Form are True to the Sest of my knowledge. Any false statersiant will renider my Agplication & ongoing sssistance, if any,
liabie for rejectionicanced/ation

2) | solemnly confim thist assstance. Il recaived frem Koshika Foundation, will be used only for the "purpose”. as stated in this Form, for which such assistance
was requedied by ma

4} | hisreby conbirm that | Rave not & will aol in e, avad of relmblasement, in part of in full, from any olfer sourcelsmployarinsurance comparty, of (he amount
for which thie assistance & requatiid
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AGREEMENT by APPLICANT ( srims g w1

1) By afflxing my signalure ¢ thumd (mgression on Wi Fam, | (Applicant) hareby agres & aulhonse Koshika Foundation and i's Trusiees 1o
usaipublishipul-upireproduce my name, addmeas, photo & details of the “purpose”, far which such assistance Is reguested/granted, through any
madiurm, mcluding tul not limited to veroal, prnl, slectronic, lor saliciting donationy lor Koshiks Feundalion andior dizsaminating Information aboul it's
petivitioslachivements, Such uta of my photo & dolaile can be magde by Koshika Foundation beforo or afler my treatmant or fulfilmeni of the ‘purpose”
for which sssistance is being requasted

2) | (Applcant) turther agree thal any such use of my name. sddress, photo & detalls of the “purpose”. for which such assistance s recueslod/gronted,
will mol automalicsily snilie me for recsiving o costinuing the said assistance, The decision for granting and/or confinuing the asststance will rest solaly
with the Trusiess of Koshia Foundation, and tha docsion s this regarnd wil be final and accoptabie to me
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AGREEMENT by HOSPITAL (vsmm gm wam)
By affimng hereupder, signistune of aur Aulhorued Sigoe;ory lor ecommunding this cass/patien! for Inpncial sssstance rom Koshiua Foundation, wa
{Hospitsl) hereby afirm & accapt nllpwing
1) thitl we nisither nie prasently nor wil n lubire avall of financlsl sssistance from anothisd’ NGO or any olfwr souros, for the sams palient/case, oy we ane
reguesting o get from Koshika Foundation, 1o (he exlenl that such asesiance s granted by Koshika Foundafion. If the requesied assistance is not granted
by Koshika Foundation, in part ot ir full, then ths Hospital resarves [Us dght to make up the shortall lrom anather NGO of any other source. This
confirmabion ezsentially states that the Hoopital will ned avad any duplicate sssistance for the same patienticase from any other NGO or any other source,
2) Tho ssaistance from Koshias Foundatian is only inancial in nature. The chaoice of the trealment/procedura sdvisedioonducted by the Hospital on the
pablen, is basad on the srangement batween the patient & ihe Hospital, and |s m no way influenced by Koshika Foundation. Hence, the Hospital will
ansurrie sols & complale responslhily of e troatmend & 18 oulcome & safely of the palient, and Koshile Foundation will hove no rols or respansibilily
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