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DECLARATION by APPLICANT: sidew pn i .

1] 1 hareby confirm that all detaily in ks Form are Truo to tha bes! ol my knowledge Any fafsn statement will rendar my Application & ongoing asssstance. if any,
lable for rejectioncancelation o )

211 soleminly confirm that assistance, I recelved from Koshiks Foundation, will be used only for the “purposs’ &5 siated in thin Form, for which such assistsnce
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AGREEMENT by APPLICANT (sige g wor)

1) By afxing my signaluse o thumb mpression on this Farm, | (Applicant) heraby agres & auhorise Koshike Foundation and its Trustees 1o
usspubishiput-upreproduce my name, address, photo & detalls of the “purpese”. for which such assistance ks requesiedigranted, through any
medsum, Including bul nat limited fo verbal, print, electron, for solicillng donations for Koshika Foundation and/or disseminating infarmation aboul it's
activities/achievaments. Such use of my photo & details can be made by Koshika Founcation belose or after my treatment or fulfiimant of the “purpose”
for which assstancs (s being requesied.

211 (Appican) it agree thal any such use af my nama, sddress, pholo & detals of e "purpose”, for which such assisiance is requested/granted,
will nol automatically antitle ma for receiving o continuing the said assistance The decision for granting andiod continuing the assistancd will rast solgly
with the Trusioes of Koshika Foundation, and thelr decision is this regerd will be final and acceplable to me
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AGREEMENT by HOSPITAL (wwmm gm wim)

By afficing hereunder, sgnature of our Aufhorsed Signatory for recommaending This case/pabeni for finanoial sssisinnce lrom Koshiks Foundation, we
[Hosplal) hersty afirm & sccepl fcllowing:

1) that we nesiher are presently nor will in future svail of financial sssistance from ancther NGO or any ofher souros, for the same patient'case, Bs we are
requesting 1o gaf from Koshika Foundation, 1o the xient that such ssssiance is granted by Koshika Foundation. |f the requesied sssistancs & nol grantad
by Koshia Foundation, in pan or in full, then the Hospital reserves iT's righl s make up the shortfall from another NGO or any other source. This
confirmaton essanbally stales that the Hospaal will nol avall any duplicate sssiatance for the sama patenticase from any other NGO or any other sourcs.
2) The ssistance from Hoghika Foundation is only financial in nalure. Tha cholce of the resimentprocedure advised/conducted by the Hosplal on the
patenl. is based on the srangesment hetween the patient & ™e Hospiat, and & in no way influgnced by Koshika Foundation. Hence. the Hospstal will
assuma solo & complete rspensibdily of the freatment & 1 outrome & salety of the patient. snd Koshika Foundation will have no role of responsibility
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