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DECLARATION by AFPLICANT: SRS U W9 90

1)1 haroby confiem that sl detadls o @iis Form are True 10 the best of ey knowledga. Any ‘sdie statesnent will render my Appiication & ongoing assistance, i any,
lable for rejoctonicancaintion.

2} 1 solemnly confirm that pesistance, # received from Koshilas Foundation, wil b ised onlly for the “purpose”. as stated in this Form. for which such assistarce

was requesied by me
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AGREEMENT by APPLICANT (3 o %01)

1) By afitang my sgnaturs of Bumd mpeession on this Form, | (Applicant) hereby agroe & authorise Koshia Foundation and s Trusltees lo
use/publishiput-upireproduce my name, address, photo & detaits of Ihe "purposo”, foe which such assisiance 2 requested/yrantod, wough any
medium, induding bt not kmited ta verbal, print, slactronic, for soliciting donations for Koshika Fourdation andlor disseminating information about s
aciities/achiovements. Such use of my photo & detais can bo made by Koshika Foundation bofore or aftee my treaiment of kulfienent of the “purpose”
for which sssistarce = beng roguesied

2) | (Applicant) furthar agree that any such use of mry name, address, photo & delalls of the “purpose”, for which such assistance is requesiodigranted,
will not automaticalty aslitie me for recoiving o continuing the said assistance, The dedision for granting and'or conlionsing tha asaistance wil rost soiely
with the Trustees of Koshika Foundation, and their decision ls this regard will be final and acceplable 16 me.
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
WS ¥ v w i w

Tyoray\

AGREEMENT by HOSPITAL (wssmst o0 wit)
By alfixing hevoundar, signature of our Authorised Signatory for recommending this case/patient for fnancial assistance from Koshika Foundation, wo
{Hospital) heroby affinn & accepl following:
1) that we nolthor o presantly ror will i future aviil of financial sssistance fram another NGO or any other source. fof the same patienbicase, as wo e
requasting 1o gelt fram Koahika Foundation, 1o the extent thal such sssmtance (s granted by Koshika Foundation. If the requesied assistincs & not graniad
by Koshika Foundation, in part o in full, then the Hoapital reserves its right to maike up the shortfall from anather NGO of any other souece. This
confirmation essantially stados that the Hospital will not aval any duplcala assistance for tha same patianl/case from any olher NGO or any ofher source,
2) The assistance from Kathika Foundation is only financal in natire. Tha choice of the ireatment/procadura advisediconductod by the Hoepital on the
patent, is based on $e erangemant between the patient & the Hoapital, and ks in no way influencad by Koshike Foundalion. Hence, Ihe Hosptal will
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