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DECLARATION by APFLIGANT, 31FSs i W wa:

1) | hereby corfirm (hat all detads in this Form are True o the best of my knowsedge Any false statemant will rerder my Application & ongoing assistance, If any,
liable for rejeclionicancefiation

2) | sodemnly confirm that assstance, [ recesvad from Keshika Foundation, will be ueed only for the “purposa”, as-stated in this Form, for which such esssiance
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AGREEMENT by APPLICANT ( swes gm w11)

1) By affixing my signature ar thumb impression on this Famm, | [Applicant) heraby agree & aulhorise Koshika Foundgtion and it's Trusiess to
uselpublih/pul-uplteproducs my nama, addrass. phato & detailz of (he "purposa” for which such assistance is requesied/granted, through any
madium, includimg bul not limited to verbal, prnl, etectronio, for soliciting donatiors for Koshika Foundation end/or disseminating information about it's
nctvitlestachiovemants. Sueh usa af my pholo & details can be made by Koshike Foundation bafore or aftar my (raatment ar fulliiment of the “purpose”
for which assistence is baing requesiad

2) | (Apphicant) further agree that any such use of my nama, address. phote & oetoils of the “purpose’, for which sich assistance is requestedigranted,
will not automatically entitle ma for recelving or continuing the sald ssskiiance. The decision for granting andier continuing the assistance will rest solely
with the Trusiess of Koshike Foundation, and thelr decision is this regard will be final nd acoepiable 1o ms.
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION

AGREEMENT by HOSPITAL (yrommy g W)

By affixing hereundsr, Signatuse of our Authorised Sianatory lor recommanding this casaisalient for financiel assistence from Koshika Foundation, we
(Hospital) hareby affirm & accapt following:

1] tha! we neliter are prasently por will in futune avall of financial essistance from another NGO of any olhar sourca, for the same patient/case, as we are
raguesiing 1o get from Koshika Foundation, to (he exient that such assisiance is granted by Koshika Foundalion. IT the requested assislance is not granied
by Koshika Foundation, in pan or in full, then the Hospital reserves it's right to make up the shorifall from enother NGO or sny oifer source. This
confirmation essantially states that the Hospltal will nel avall any duplicate essistance for the same petienticase from any other NGO or any other source.
2] The assistanca from Koshika Foundation is anly financial in natura. The choice of (he treatmentfprocedure advised/conductad by the Hospital on the
pafisni, is based on the amangamant between the patient & the Hospital, and is in no way influenced by Koshiks Foundatlon, Hence, Ihe Hogpital will
peEsume sole & complets responsibility of the reatment & iU's outcoms & safety of the patient, end Koshika Foundation will hava no role o responsibility
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