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DECLARATION by APFLICANT: #3% FRT 0T 9:

1) | heveby confirm that all details in this Farm arg True o the best of my knowledge. Any falsa statemenl will rander my Application & pngolng assistence, il any,
liable for rajection/cancellation,

2} | soleminty confirm thal assistance, if racaivesd from Koshika Faundation, will be uzed only for the “purpose”, as stated in this Form. for which such assizglance

was requested by me

7)1 hereby confiem al | kave nol & will nat in uture, aval of rembursament, in pan of in full, from any other sourcedernployernsu-ance camparty, of Ihe amcu !

for which thie 3ssistanse 13 requested
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1] By affixing my signalure of UM impression on this Form, | {Applicant) hereby agree & aulhorize Koshika Foundaticn and it's Trustees lo
useipublishipul-upirapraduce my nama, address, phata & details of the "purpose”, lor which such assistance is requestsdigranted. Ihrgugh any
medium, inctuding bul not limited to verbal, print, alecironic, for sallciting domatians far Koshike Foundation andfer disseminating infarmation abaut it's
aclivitizs/achiavements, Such use of my photo & details can ba made by Koshika Foundatian before or sier my treatment or fulfilment of the “purpose”
for which assislance is being requested

2 1 tapplicant’ furlhsr agree that any such use of my name, address. photo & detalls ol he *purpdse’, for which such assistance is requestedigrantad,
wall nal automatically antile me for racaiving or continuing the sald sssistance. The decizion for grantng andlor conlinulng the assislance will rast solely
with tha Truslges of Koshiks Foundation, and Iheir decision i3 (his regard will be findt and acceplable to ma.
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AGREEMENT by HOSPITAL [F&aam G &R )

By affixing hergunder, signaiure of our Authorized Signalory for recommending lhis casefpalient for financial assistance from Koshika Foundation, we
(Hospital] hargty affirm & aceep! fallowing

1] thal we nesther are prasanlly nor will in future avail of financial assistance I ancther NGO ar any ofther seurcs, for the same patienl/casze, 85 we are
requesting te gel from Kostka Foundation, | the ident that such assistance is granted by Koshika Foundation. If Ihe requested assistance ig not granted
by Kashika Fourdation, in parl of In full, then the Hospital resarves it's right 1o maka up the shaorifall frem anqlher NGD or any other source. This
confirmation essentiafly states that the Hespital will not aval any duplicale assislance for the same patentcase from any other NGO or any other source
21 The assistance from Koshika Foundation is orly financial in natura. The cheice of the trealment!pracedure advisedicanducted by Ihe Haspital on ihe
palient, is based on the arrangement betwesn the patlent & the Hospital, and is in no way influsnced by Koshika Foundatlon Hence, the Hospital will
pesumie sole & complete rasponsibility of the treatment & it's outcome & setety of the patient, and Koshika Foundation will heve no role of rasponsibility

in he matiar.
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