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DECLARATION by APPLICANT: SIWT% Ti1 Wiew -

1) | herisby confirm that all delsils in ihis Form are True fo the best of my knowledge. Any false statemanl will tender my Application & ongoing assistance. |f any,
liably for repection/cancellation

2} 1 solemnly confirm ihat assitance, if recetved from Koshika Foundation, will be used onty for the “purpose”, as stated in this Form, for which such essistance

was requesied by me
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1) By atfixing my signature or thumb impression on this Fom, | (Applicant] hereby agree & authorise Koshika Foundation and it's Trustees (o
pselpuplishiput-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance = requesied/granted, through any
medium, including bul not limiled 10 verbal, print, electronie, for soliclling donations for Koshika Foundatkon andfor disseminating information aboul It's
activilies/nchicvamonts. Such use of my photo & detalis can bo made by Koshika Foundation beforo or after my treatment or fulfiiment of the “purpase”
for whith assistance is being requasted

241 (Applieant) further agree that any such use of my name, address, pholo & details of the “purpose”, for which such assislance IS requestedigranied,
will ot aulgmatically entitie me for recoiving or continuing the said assistance. The decision lor granting and/or continuing the assisiance will rest solely
with the Trusiees of Koshika Foundation, and thair decision is this regard will be final and acceptable o me
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AGREEMENT by HOSPITAL (wswas @l )

By afliwng hareunder, sgnature ol our Authonsed Signatory for recommending This case/patient for linancial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept IoHawing:

1) that we naithar are presantly. nor will in future avall of fingncal assstance from another NGO or any other source, for the same patient/case, 00 we ane
renuesting 1o gel from Koshika Foundatlon, (o the exten! thal such assistance is granted by Koshika Foundation, |l the mquested assistance 15 nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves ii's right fo maks up the storttall from another NGO or any other source. This
confirmation essentlally states that the Hospital will not avall any duplicate assistance for the same patienl/case from any other NGO or any other source
2) The pasistance from Koshika Foundstion is only financial in nalure. The choloe of thie trealment/procedure advised/conducted by the Hospial on the
patianl, s basad on the arcangement betwasn the patient & the Hospltal, and is in no way Influenced by Koshika Foundation. Hence, ihe Hospial will
assume sole- & complete responsibliily of the reatmant & It's outcome & safety of the patient, and Kioshika Foundation will have no role or responsibility
in thie matter
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