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DECLARATION by APPLICANT: stdes o wbwss Tx:

1) | heroly confiem thal sl delads in this Form are True 1o the best of my knowledge. Ay lalse stelement will render my Applicalion & ongoing assistance, il any,
lsble for repection/cancefation

2) | soleminly confirm st assistance. f meceved from Koshika Foundation, will be used only fof the “purpose”, o8 stated in this Form, for which such assksinnce
was requestied by me

3] | haraby confirm Bat | have not & will nat in folure, avail of reimbursemant, in par of in hill, from any other sourcalemployetAnsuance company, of the amound
for which this assistance m requested
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1) By affing my signalure of thumb impression on this Form, | [Applicant) heveby agree & suthorise Koshika Foundation and if's Trustees o
usepublish/put-up/reproduce my name, address, pholo & details of the “purpose”, for which such sssistonce Is requestedigranted, though any
medium, including but not limited (o verbal, prnt. electronic, fof soliciting donations for Koshika Foundaltion andior disseminating informabion sboul if's

aciviliontachievernents. Such uso of my photo & details can be made by Koshika Foundation before or sfer my treatment or fulfiiment of the “purpose”
Tor which assisiance is being requesied.

2} | [Applicant) further agroa that any such use ol my name, addross, photo & detalls of the “purpose”, Tor which such assisiance is requestedigraning,

will not automaticalty entitie me for receiving o continuing the sald assistance. The decision for granting andior continuing the sssistance will rest solaty
with the Trusiees of Koghika Foundation, and Huir decision |s ihis regard will be final and sccepiable io me
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AGREEMENT by HOSPITAL (wemm gm wut)

By afixing herounder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby attirn & accept following.

1) that we nedtha: sre pressntly nor will in future avail of finencial assivtance from another NGO or any other scuroe, for the same pafient/case, ns we ore
requissiing to get from Koshika Foundation, (o the extend thal such assistance ia granied by Keshika Foundation. If ihe requesied nssistance is nol granied
by Kowhika Foundation, in part of in full, then e Hospitsl ressrves i's right to make up the shortfall from another NGO or any othor source. This
confirmation sssentially stabes that the Hospiial will nol avall any dupllcste assistance for the same patlent/case from sny other NGO or any other source
7) The assistance from Koshika Foundation is only financial in nature, The choice of the ireatmenifprocedurs sdvised/conductad by he Hospital on the
patland, s based on thi arrangamant batweon the patlent & the Hoapital, and is In no wey influanced by Koshika Foundation. Hance, ihi Hospital will
sssums sols & complete responsibility of the reatment & i1’y outcoms & safety of the patent, snd Koshika Foundation will have no role of responsibdity

in the matter
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