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DECLARATION by APPLICANT. S7S® 50 S Wi
1) | hersty confirm that all details in this Form are True 1@ the bast of my knowledge, Any false statement witl randar my Applicition & ongoing assistance, f any,
limble for rejeclion/sancaiation.

2) | solemnly confirm thal sssistance, if received from Koshika Foundation, will be used anly for the "purpose’, as stated in this Farm, for which such sssistance
witd requested by ma,
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AGREEMENT by APPLIGANT (3w §r1 Wi)

1) By affining my signature or thumb Impression on this Farm, | (Applicant) hereby agree & suthores Koshika Foundation and II's Trustees to
usal/publishipul-upireproduce my name. address, pholo & details of the “purposa’, for which such assislance is requested/granted, through any
madium, including tul nat fimited (o verbal, print, electronic, for saliciting donations for Keshika Foundation andfor dissaminaling irformation aboul it's
aciivilles/achievements, Such use of my pholo & datalls can be made by Keshika Foundalion befora or aftel my tealment or fulliment of the "purpose”
for which assistance s baing requestod

2) | [Appiicant] turther agres thet any such wse of my name, sddiess, photo & detalls of the “purposa’. for which such assistance |s requestasdigranted,
will not automalizally entitle me for recelving or continulrg the sald assistance. The decision for granting andler continuing the ssistance will rest solaly
with the Trustess of Kashis Foundalion, and their declsion Is ihis regard will be final and scceplable o ma.
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AGREEMENT by HOSPITAL {weiE 90 E07)

By afiing haraundar, signaiure of our Authonsed Sonatory tor ecommending this case/pationt for financiat assistance from Koehika Foundation, we
(Hospital) haraby affirm & acoepl lolkowing:

1] ihnt we neiher are presesitly nor will in fulure avall of financial assistance from another BGO or any other source, for the same patienticase, as we are
requesting io gal ltom Kashika Foundation, lo lhe axiant (hal such assistance is granted by Koshika Foundation. |l the requested assistance is not granied
by Hoshika Foundstion, in part or in Tull, then the Hospital reserves 1's right to make up tha shorfall from another NGO or any other source. This
confirmation essentialy states that this Hespital will not avaid any cuplicals assistance for the same patient/case from any other NGO or any other source,
2} The assistance from Koshika Foundation is anly financial in nature, The chaice of the lreatmentprocedure advisediconducted by the Hosepital an the
pallent, is based on the arangeman! betwesr the patient & the Hospital, and is in no way influsncad by Koshiks Foundation. Hence, the Hospital will
asturms sole & complete responelbiilty of the treatment & it's culcame & safaty of the patient, and [Koshika Foundation will have no role of responsibifity
in the matlar
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