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DECLARATION by APPLICANT: e §70 Woe Ta:

1) | heseby confirm thal all detads in thes Form gre Trae 1o the best of my Knowiedge. Any fakse statement will render my Application &
liatibe for rejecton/cancelation el

2) | solemnly confirm that assistance. f received from Koshiks Foundation, will be used enly for the “purpose”. 2 stated in this Form. for

was requested by me,

3) | hereby confirn | have not & will not in fature, svall of reimbursement, in pat or in full, from any other sourca/amgloyeninsuencs

for which s pasintance s requesied.
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1) By affiing my sagnature of Tumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and iT's Trustees o
use/publlshpul-up/reproduce my nama, addross, photo & delals of tw ‘purpose”, for which such sssistance s requesiedigranied, through any
migdium, ncluding bul not Bmited 1o verbal, prinl, slectronic, for soliciting donations for Koshika Founcation andior disseminating informalion aboul (l's

aotlvities/achiovements. Such use of my pholo & dotals can be made by Koshika Foundation belore or after my treatment or fulfiment of the “purpose”
for which assislance is baing requesied

2} | [Appheant) furthe: sgres thet sy such uge of iry nome, address, photo & details of the “purpase”. for which such sssistance s requested/grantsd.

will not automatically entitie me lor receiving of continuing the seid essiatance. The decision for granting andior continuing he essinlence will resl aokely
with the Trustees ol Koshika Foundation, and their decisiog is this regard will be final and acoeptable to me
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AGREEMENT by HOSPITAL (¥smm gm %)

w-mnm.muuurwm Signatory lor recommanding this casa/patiant for financial asaiatoncs fom Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neliher ste presently nor will In fuluee avell ol financlal sssistance from another NGO or any otver scurce, for the same palienticase, #s we ble
reguesting 1o get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospllal resanves s right 1o make up the shortfall from another NGO or any othor saurce. This
confirmation essentinlly states thal the Hospital will not avall any duplicale assistance for the seme patienticase from any other NGO or any other sgurce
2) The assiutance from Koshika Foundation s only financisl in nature. The cholce ol the reaiment/procedure advised/conducied by the Hospiial on the
patient, is based on the arangament balwsean the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sols & comgplels responalbility of the reatment & 'y outcome & salety of ihe patient, and Koshika Foundation wil have no role or respons|biity
in the matar,
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