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DECLARATION by APPLICANT: STHEW BAT WM TE:

1) | hasraby confirm that all datails in this Form are True io the bast of my knowledge Any teise statement will render my Application & angoing essistance. iFany.
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2) | solamnly confirm thal assitance, if received from Koshika Foundation, will be used only for (ne “purpass’. as stated in this Form, for which such assistance
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AGHEEMENT by APPLICANT | sri<s g %)

1) By affixing my signature of thumb impression on this Form, | {Applicant) hereby agrae & authorise Koshika Foundation and it's Trustees
usapublishipul-upfreproduce my nama, address, photo & details of the "purpose”, for which such assistance ls requosted/granted, through any
madium, including but not imited 1o varbal, print. alectronic, for soliciting donations for Koshike Foundation andlor dissaminaling information aboul it's
pclivities/sohievemants. Such use of my photo & delails can be made by Koshika Foundation before or after my restment or fulfilment of the “purpasa”
for which assistance s baing reguasied

21 1 {Applicant) further agres thal any such use of my neme, address, phole & details of the "purpose”, for which such assistance is requasied/granted,
will not sutomatically entite me for receiving or confinding the said assistance. The decision for granting andfor continuing the assistance will rest solely
with the Trustess of Koshika Foundalion, and thielr decison i this regard will be fingl and sccepmable 1o me
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AGREEMENT by HOBPITAL (w=mm 77 %)

By affixing hereunder, signature of our Authorised Sigratory for recommending this casa/patiant for financial assistance from Koshika Foundation, wi
[Haspital) heraby alfirm & accept lalowing: )

1) thast we neithar are presently nar will in fulure avall of fnancial assistance fram anather NGO or any other source, for (he same patientcage, B we drs
requesting to get from Koshika Foundation, to the exlent that such assistance is granted by Koshika Foundation. If the requested assistance i not granted
by Keshiks Foundstion, ln part or (n tull, then the Hospital reserves it's nght to make up the shortfsll from another NGO or any athar source. This
confirmation essenlially states that the Hespitsl will not avail sny duplicate assistance for the same patient/case from any olher NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatmant/procedure advisediconducted by the Hospital on the
patient, is based on the smangement betwean the patlent & the Haspital, and |5 in no way influenced by Koshika Foundation. Hence, the HospHal will
assuma sole & complate responsibility of the reatmant & it's cutcome & safely of the patient, and Koshika Foundation will have no role o responsibillty
in the matter,
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