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DECLARATION by APPLICANT: Smes om wm 71

111 hereby confiem that al detals in this Form are True lo the best of my knowledge, Any false staloment wil render my Application & orgoing assistance, if any,
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AGREEMENT by APPLICANT (s o %)

1) By affing my signatue o thumb Impression on this Form, | (Applicant) kereby agres & aithorise Koshika Foundalion and it's Trustees o
ustpubleh/pui-up/rproduce my nama, sddroes. photo & details of the “purpose”, for wiich such sssistance is requestedigranted, hrough any
madium, inchuding bul not imited o werbal, print. electronic, for soliciiing donations for Koshika Foundation andior disseminating information about it's

acivitles/achisvornents. Such use of my photo & detalls can be made by Koshika Foundation belore or aher my (reatment of fulfiment of tha *purposs”
for which assistance is being requested
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with the Trusiees of Koshika Foundation, and their declsion is this regard will be final and accepiable io me.
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AGREEMENT by HOSPITAL (wems £m %)

By aMfixing hersunder, signature of our Authonsed Signatory for recommanding ihis casedpatieni for financial assistance from Koshika Foundation, we
{Hospita!} hereby affirm & accept oliawing:

1) thal v nelthir ore presently ner will in fulure svail of financial ssslstance from anolher NGO or any other source, or the same pallent/case, 8s we ate
requasting to get from Koshika Foundaton, 1o the extent that such assistanos ts granted by Koshika Foundation. If the requested assistance & not granted
by Koshika Foundation, i part of in full, ihen this Hoapital reserves it's right 1o make up Be shortfall from anothar NGO or any ather source. This
confimmation states thal the Hospial will not svsil any duplicale assistence for the same patienticase from any other NGO or any other sourcs
2] The sssivtance fram Koshiks Foundation (s only financial in nature. The chelce of the lrestmentprocedure ndvised/conducted by the Haspital on ihe
patent, is based on the smangement betwesn the patlent & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

nssume sole & complale responaibiiity of the eatmant & it's oulcame & safely of the palisnt, snd Koshika Foundation will have no s of responsiility
in the matier.
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