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DECLARATION by APPLICANT: SeeS 51 W=y 78;
1) | hereby confirm that all detads |n this Form are True to the best of my knowledge, Any false statement will nender my Application & ongoing assistance, |l any,
ligblis for rejoction/cancelalion
2) | solemnly conlfirm that asslistance, if received from Koshia Foundstion, will bes used only for the “puspose’, as stated in thds Form, for which such assmstance
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AGREEMENT by APPLICANT (wmew gm %)

1) By affxing my signalure of thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshiks Foundation and it's Trustees o
uespublish/put-up/reproduce my name, address, pholo & details of the “purpose”, for which such assistance s requestedigranted, through any
medium, including tut not Bmited to verbal, print, electronic, for soliciting denadions for Keshlka Foundation andior disseminating Information sboul Vs
acihitlesiachievements. Such use of my photo & details can be made by Koshika Foundation before of sfier my trestment or lufiiment of the “purpose”
for which assistonos in being requesiod,

211 (Apphicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granied,
witll nol sutomatically enlila me far recalving of continuing th sald sssistance. The declsion fof granting andlor conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and asceplable fo me.
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APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
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By affixing hereunder, signature of our Authorised Signatory for recommerniding this case/patient for financial assistarce from Koshika Foundation, we
(Hospital) hereby affirm & accept foflowing:

1) thal we neither are presantly nor will in fubure svall of Tinancal assistence from snother NGO or any other source, lor the sama pallentcase, as wa nre
reguestng 1o gal rom Koshie Foundation, 1o the extant that such assistance is granted by Koshiks Foundation, If the requested assistance is nol grantad
by Kashika Foundation, in part or in full, then the Hospétal reserves it's righl o make up the shortfall from another NGO of any other soutce. This
confirmation essentally states that the Hospiial will not avail any duplicate assistance fos the same palienticass fram any other NGO or any othar source
2) The aselalance from Koshika Foundation is only fnancial in nature, The choloa of the reatment/procedure advised/conducted by the Hospital bR tho
patiant, is bassd on the arrangsment botwaen tha patient & the Hospital, and s In no way influenced by Koshika Foundation, Hence, the Houpital will
agsume sole & complete responaibiity of the treatmant & it's cutcoma & safety of fhe patient, snd Koshiks Foundation will have no role or responsibility
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