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DECLARATION by APPLICANT. s g1 W o3:

1) I hereby confirm that il detads in this Form are True to the best of my knowledge. Any false statement will render rry Application & ongoing assistance, If any,
llasbée for rejaction/tencetistion,

2) | sedaminly confirm that assistance, |f received from Koshike Foundation, will be used only for fhe “purpose”, a5 stated in this Form, for which such assistance
was requasied by me
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AGREEMENT by APPLICANT (swimw g0 w01)

1) By affixing my signatura or thumb imprassion on this Form, | (Appficant) heraby sgres & aulhonse Koshika Foundation and It's Trusiess to
usalpublishiput-upireproduce my name, address, photo & datalls of the “purpass”, for which such assislance is requestedigranied, through any
medium, Including bul not limited lo vertal, prnt. electronic, lor soliciling donations for Koshika Foundalion andlor disseminaling information abaut it's
aetivitieslachiziaments. Sueh Use of my photo & detads can be made by Koshiks Foundotion before or after my treatment or fuifilment of ihe "purpose”
for which eesistance is baing requanied

21| (Applicant) turther agres thal any such use of my neme, address. photo & delails of the “purpose”, for which such assislance is requestadigranied,
will not automatically entitle ma for receiving or continuing the said sssistance. The decision for granting andior continuing the assistance will rest solaly
with ihe Trustees of Koshika Foundetion, and Their decision la this regard will be final and acoeptable to me
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AGREEMENT by HOSPITAL [(wwam gm =01)

By affixing hereunder, signature of our Authorised Slgnatary for ecommanding this case/palient for ingncial aesistance from Koshika Foundation, we
(Hospital) horeby affitm & aocept following:

1] that e neliher are prasantly not wil in future avall of Ananclal assistance from anolher NGO or any athar source, lor the same patient/case, &5 we are
reguesting to et from Koshika Foundation, to the xian! inet such assistonce is granted by Koshika Foundation. | the requested assistance is nat granted
by Koahika Foundation, in part or in full, then the Hospltal reserves s right ta make up the shortfall from apother NGO or any other solrce, This
confirmation essentially states thal the Hospial will not evail any duplicate assistance for the same patienticase from any ofher NGO or any othar souice.
2) Thie assstance from Koshika Faundatlan Is anly financlal in nature, The chaice of the treatmenl/procedure advised/conductied by the Hospital on the
palienl, is based on the arrangement betwean the patient & the Hospital, snd s in o way influenced by Koshika Foundation, Hence, Ihe Hospital will
assume sole & complels responebiity of the trestment & it's oulcome & salely of the patient, and Keshikn Foundation will hava no role or responsibility
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