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DECLARATION by APPLICANT: SHRa T Wi wa:

1) | hereby confirm (hat all datails in this Form ar True to the best of my knowledge: Any faise statement will randar my Application & ongoing assistance. if any,
liatle for rejecloniancallstion.

2) | solermmly confirm [hat asetstance, I recaived from Koshika Foundation, will be ugsed only fof the “purpose’. Bs siated in this Form, for which such nssistance

was requesied by me
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AGREEMENT by APPLICANT ( saew: g W)

1) By affleng my signature or thumb impress:oan on Brs Form, | (Bpglicant) hereby agras & authonze Koshika Foundation and IN's Trustees 1o
use/publish/pul-upireproduce my neme. address, photo & detalls of the “purposa”, for which such assistance is requestedigranted, through any
madium, ncluding bul not lmiied 1 verbal, print, alactronie, lor soligiting donatians for Kashiks Foundstion andior disseminating information about IU's
aatlvities'achiavemants Such use of my phila & delalis can be made by Koshikn Foundation before or after my treatment or fulfilment of the “purpose”
far which pssislancs & being egquasiad.

2) | (Applcant] further agres that oy such use of my names, addrass. photo & datalis of the “purposa”. for which such assislance s requestedigranted,
will pot-automatically antitle me for recelving or continuing the said assistance. The decision Ior granting and'or continuing the aessistance will rest solely
with the Truslees of Keshika Foundatlon, and thelr declskon ls this regard will be fimal and accepisble o me
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AGREEMENT by HOSPITAL (Teomm 5100 w70}

By affining harsunder, signatue of dur Authotised Signatary for recommending (his cassipatient for financial assistance from Koshika Foundation, we
{Hospital) haraby affirm & accapt following

1) thaat we neithie are presently por will in fiture avall of financial assistance from another NGO or any other sourca, for the sama patient/case, as we are
reguesting o get from Koshika Foundation, to the exten! that such assistance ls granted by Koshika Foundation. If the requested assistanca is not granted
by Koshika Foundation, in part or in full, (hen the Hospital reserves i1's fighl o maka up the shortfall from another NGO or sny other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO of any ather source,
2] The assislance from Koshiks Foundation is only finsnsial In nature. The cheica of he treatmentiprocedurs advised/eonducted by the Hospital on ths
patient, 1s based on the amengemeant between the patlient & the Hospital, and |s in no way influenced by Koshika Foundatlon, Hence, the Hospital will
assume sole & compirte meponsibiity of the treatmont & iU's outcome & safety of the patient. and Koshika Foundation will havé no role or responsibility
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