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DECLARATION by APPLICANT. Sides oM vy 91:
1) | beroby confiern (hat all delalls in this Form ame True lo the besl of my knowledge. Any lalse staloment will rendaer my Application & ongoing assisiancg, If any
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2} | solemnly confirm that nesistonce. if recelved from Koshike Foundation, will be used only for the “purpose”, s stated |n this Form, for which such assistance
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AGREEMENT by APPLICANT (s g %)

1) By affixing my signature or thumb impression on this. Form, | {Applicant) hereby agree & authorise Koshiks Foundation and it's Truskees 1o
use/pubdishiput-up/mproduce my nama, address, photo & detalls of the “purpese”, for which such asslstance is requested/granted, through any
medum, ncluding but net limited to verbal, prnt, electronic, for soliciling donations for Koshika Foundation and/od disseminating information about it's
activiies/achievemants. Such use ol my pholo & detalls can be made by Koshika Foundation bafore or mfter my treatment or fulliimant of the “purpose”
for which assistance is being requested.
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with the Trusiees of Koshla Foundation, and their dacision is this regard will be final and acceplable 1o me
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AGREEMENT by HOSPITAL (7w B0 W)

By aflixing hereunder, signatuie of our Authonised Signalory for recommending this casa/palient for financial assistance from Koshi Foundalion, we
{Hospital) hereby #%irm & accapl lallowing:

1) that we nether s presently nod will in fulure svell of financial ssslstance from another NGO of any other sourcs, or the same patenl/oass, B8 we mre
reguesting 1o gel from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation, If the requesied assistance s not granted
by Komhika Foundation, in part or in full, then (he Hospital reserves it's fight 1o maks up the shortisl from another NGO or any ofher source. This
confirmation states that the Hospial will not avall any duplicate assistance for the same patient'case from any other NGO or any other sourcs
2) Thay maslutancns fmom Moshika Foundation lg anly financial in nature, The choloa of the reatmentprocedure advised/conductad by the Hospital on tha
pasent. is based on the emangement between the patient & the Hospital, and s In no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibliity of the treatment & it's outcoms & safety of the patient, and Koshika Foundation will have no role or responsibility
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