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DECLARATION by APPLICANT: SHS= 1 wiwwm w3:
1)1 henety confirm thal sl dotads in this Form are True (o e best of my knowledge, Any false statement will render my Application & ongoing assisiance, Il any,
It for rejectionicancelintion.
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1} By attiung my signatisse o thmb impression on this Form, | (Applicent) hereby sgres & authorise Koshika Foundation and it's Trustees 1o
isepublishiput-upimprodece my name, sddresa, pholo & details of the “purpose”, for which such assistance is requasted/granted, through any
medum, mcluding bul et lirmied 1o verbal, print, electronic, for solicting donatians for Koshika Foundation andior disseminating information aboul it's
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211 (Appheant) further agree thal any such use of my name, sddress, photo & detalls of tha purpose”, for which such sssistance i reguesiediprsnied,
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wilty the Trustess of Koshika Foundation, and their decision is this regard will e final and acceplable (o me.
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AGREEMENT by HOSPITAL (wroms 50 W)

By affimng hereunder, mgnature of out Authorised Sigatory for recormimending this cass'patient for financial sssistance from Koshda Foundation, we
[Hespital) hersby affiern & sccepl iollowing:

1) thast we nether are pragantly nor will in future avall of Bnanclal assistence from another NGO or sy other source, for the same patient/case, s we ae
requesting to gel from Koshika Foundation, to the extent that such assistance is granled by Koshika Foundation. If the requested assistance | not granted
by Momhia Foundatian, n part ar in full, then the Hospltal reserves s right to make up the shorifall Irom ancther NGO or any other source. This
confirmation essentially states that the Hospital will not availl any duplicate assistance for the same palient/casa from any otfer NGO or any olher sourcs.
) Tho sssistance from Koshika Foundalkon ks only financial in natute, The choice of the Foatmenbiprocedure advised/conductad by the Hospital on the
patianl, i bassd on he arangament batween the patient & tha Hospital, and is in no way influenced by Koshiks Foundation. Hence. the Hospital wil
nEsume sole & complete responsibility of the treatmani & it's oulcome & safety of ihe patient, and Koshiks Foundation will have no rols or responubillity
in the matter
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