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DECLARATION by APPLICANT: STHTE ERT Wiwsy ¥1:

1) | heveby confiom thal ofl detads in this Form are True 10 the best of my knowledge. Any false sisternent will render my Application & ongoing assistance, il any,
liable for rejecionfcanceliation

2) | solemnly confirm thal assistance. il roceived from Koshika Foundation, will be used only for the "purpose”. as stated in this Form, lor which such assistonce

Wis reguested ty me.

3) 1 hreby cordiem that | have not & will not in future, avall of reimbursement, in par or in 1ull, from any other source’employeningurance comaany. of (he amaount

tor whch tis asssiance iS5 reguesied
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AGREEMENT by APPLICANT { wies 1 %01

1) By aMixing my signature o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trusioes to

use/publish/pul-upireproduce my name, address, pholo A delalls of the “purpose”, for which such assistance Is requestod/granied. through any

migdium, including but not imited 1o verbal, prinl, edectronic, for soliciting donations for Koshiks Foundation and/or disseminating information about il's

polivitiesiachiovemants. Such uso of my photo & details can ba made by Koshika Foundalion before or after my treatment o fulfiiment of the “purpose”

for which assisiance is being requesied.

211 (Applicant) further agrea that amy such use of my nsme, addross. photo & details of the “purpose”, for which such assistance (s requestodigranied,

will nat automatically entitie me for recelving of confinuing the sald essistance. The decision for granting and/or continuing the assistance will rest solely

with the Trusiees of Koshika Foundation, and their decision is this regard will be final and acceplable to me,
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AGREEMENT by HOSPITAL (= 50 w1)

By affixing hareunder, signalune of our Authorised Sgnastory for recommanding this casa/pation! for financial aasistance Irom Koshika Foundation, we
{Hospital) herety affirm & accept following:

1] thot we neithar are presently nor will in future nvaeil of fnanciol assisiance from another NGO or sny other source, for the same patisnlicase, nn we nne
reguesting to gt from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. if the requesied assistance = nol granted
by Koshika Foundatian, in part or in full, then the Hospital ressrves i's right to make up the shortfall from anather NGO or any other source. This
corfirmation essentially states that the Hospital will nat avall any duplica’s assisiance for the same patient/cess from any other NGO or any offer source.
2} Th assintance from Keshiks Foundation is only financial in nature, The choico of the atmenbprocedure advised/oonducted by the Hospital on the
patient, ks based on the arangement betwesn fhe patient & the Hospital. and i in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complale responiibily of the reatmant & it's oulcome & safety of the patienl, and Koshika Foundation will have no role or responsibility
in v matier
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