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DECLARATION by APPLICANT: WISTH §M W 7:

1} 1 hereby confirm that all detais in this Form are True to the best of my knowledge. Any false stntament will render my Application & ongoing lsmiancg. if any,
liakle for rejection/cancellation )

2} | solemmly cordirm that assistance, If recelved from Koshika Foundation, will be used only for the "purpose”, as stated In thia Farm, for which such assistance
was requestad by me.
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AGREEMENT by APPLICANT (e gm wut)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & autharise Koshika Foundation and Vs Trustees o
uss/publish/pul-upieproduce my name, address, pholo & details of the “purpase”, for which such sesistance Is requestedigranted, through any
medium, including but nat limited o verbal, print. electronie, for soliciting donations for Keshika Foundation andlor disseminating information about i1s
activites/schiovemenis: Such use of my photo & detsils can be made by Koshiks Foundation before or after my treatment of fulfilment of the “purpene”
for which asslstunce |3 being requesied

21 | {Applicant) further agree ihal any such use of my name, address, pholo & detalls of the “purposs”, for which such assistance is requestadigranied,
will niot automatically entitle ms lar receiving or continuing the said assistance. The decision for granting andlor continuing the assistance will test solaly
with thé Truslees of Hoshika Foundation, and their decision ls (his regand will be final and scceptable to ms
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AGREEMENT by HOSPITAL (¥ g 1)

By affixing hersundser, sighalure of our Authorised Signatory for recommending this casafpationt lor financial assistance from Koshika Foundation, we
{Hospitsl} hereby affirm & accept fallowlng:

1) thet we neilher are preaenlly nor will In fulure avail of financial assistance from ancther NGO or any ciher source, for the same palientcase, as we are
requasting to get from Koshika Foundation, 1 the extent that such assistance is granted by Koshika Foundation, If tho requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves iI's right (o make up the ahortfall from another NGO or any other sgurce. This
confirmation eseantially states that the Hospits! will nol avail any duplicate assistance for the same patisstcass from any othar NGO or any olher sourcs
2} The assistance from Koshika Foundation is only financial In nature. The cholce of the Ireatmentiprocedure advised/condutted by the Hospital on ihe
patiant, s basad on the arrangement betwean tha patient & the Hosphtal, and is in no way influenced by Koshiks Foundation. Hence, the Hosgital will
assume sole & complete responsibliity of the trestment & it's oulcome & safely of the patient, end Koshika Foundation will have no role or responsibility
in tha matier. )
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