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DECLARATION by APPLICANT. Suifes gm whoms vy
1) | harety confirm iat all detalls in this Form are True 1o the best of my knowisdge. Any false statement will render my Application & ongoing assistance. i
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AGREEMENT by APPLICANT (sms g &)

11 By affiing my signatire ar thumb impression on this Form, | (Applicant) heredy agree & authorise Koshiks Foundation and If's Trustees 1o
unepublssh/put-upierproduce my namg, address, photo & details of the “purposa”, lor which such assisiance is requestedigranted, through any
misdium, inclading but not imied to veibal, prnt, electronic, for soliciing donations for Koshika Foundation andior disseminaling information about It's
activitiospohigvarments. Such use of my pholo & details can be made by Koshika Foundation befom or after my trostment o¢ fulliiment of the “purpose”
for which assistance ks being requested.
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will nol sutomatically enfitie ma for recelving of continuing the said assistance. The decision for granting and/or continuing the assistancs will rest solely
wiih the Trustess of Koshika Foundation, and thelr dectslon (s this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (wwms g wo1)

By affixing hersundes, sgnatuie of our Authorised Sighatory lor recommending this casa/palient for inancial assistance from Koahika Foundation, we
(Hospital) hersby afirm & acept following:

1) thal we reither are presently nos will in future avall of financial assiglance from another NGO or any other source, for the some palient/case, as we are
requasling 1o gel trom Koshika Foundation, 1 the extent thet such assistance is granted by Koshika Foundation, If the requested assisianca s not granted
by Koshica Foundation, in par or in full, than the Hospltal ressrves itU's right 1o make up the shorfall rom anothar NGO o any olher sourcs. This
confirmaton essentally states that the Hospital will nol svall sy duplicate nesistance for the same petienticase from any olhor NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/procedurs advised/conducted by the Hospital on the
patient, i based on the arangement betwesn the patient & the Hoepital, snd is in no way Influenced by Koshiks Foundation, Hence, the Hospital will
assume sole B complete meponsibiity of the treatment & Il oulcome & safety of the patient, snd Koshika Foundation will have no role or responsibdity
inl the matter
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