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DECLARATION by APPLICANT: STaew 0 W w:

1} | heeby confirm that all details in this Form are True to the best of my knowledge. Any talie statement will render my Application & angalng esalsiance, if any,
hathie for rejaction/cancellation,

2} | solgminily confirm that assistance, If secelved from Koshika Foundation, will bo used only for the “purpose’, a8 stated in this Eom, far which such pesistancs

wiae reguested by mo

3 F hereby cenfinm that | have not & will vt in e, aval of reimbursamant, in part of in i, from any other source/umployarinsurance cpmpany, af the amount

Tor whach this aasstance s reguested
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1} By affixing my signature or thumb impression on this Form, | [Apphcant) hersby agroe & authorise Koshika Foundation snd It's Trustees to

wmepublishipul-up/reproduce my name, addrass, pholo & detally of the “purposs”, for which such asststance is requestedigranted, theough any

medium, including bl nat imited to varbal, print, slectronle, far soliciting donalions for Koshika Foundation andfor dissaminating informaton shout it's

aclivities/achievements. Such use of my phote & details can be made by Keshiks Foundsation before or after my tragiment or fulfilment of ha *purpose”
for which aasislancs 5 bting requesing,

21 | (Appicant) further agres thst any such use of my name, address, phato & details of the “purpose”, for which such a=sistance is requestadigranted,
will-nol sulermatically entitle me for receiving or cantinuing the said assistance. The declslon for granting and/or continuing the assistance will reet salaly
wiln tha Trusiees of Koshika Foundiition, and their decision is this regard will be fisal hd acceptable lo me.
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AGREEMENT by HOSPITAL (veai g wirl)
By offixing hereunder, signaiure of our Althorised Slgnatary for mecommending this caseipatient for financial assistance from Kowhika Foundation, wa
{Haspital) hereby affirm & acoapt taliowing:
1) that we neither ars presently nor wil in future avall of financial assistance from another NGO ar any other source. for the some patiedt/cnse, ns we are
requesting o gel from Koshika Foundalion, to the oxtent that such assistance |s granted by Koshika Foundation, If the requesied assistance is rial graniad
by Woshiia Foundation, In gar or in full, then the Hospital resarves i('s right to make up the sharifall from anothier NGO or any olher soures. This
confirmaition essentially states that the Hospltal will nat avail any dupiicate assistance far the same patierit/case from any other NGO ar-gny other sodms.
2) The assistance from Koshika Foundation is only finaneisl in naturae, The choice of the weatmentiprocedure advised'vanductod by the Hospital on the
patiet, is based on the arrangement bstwsen the palisnt & ha Hospital, and s In no way Influsnced by Koshika Foundation, Hence, the Hospital wil
assume Rale & complete responaibility of the treatment & It's outcome & safety of tha patient, and Koshika Foundation will have no role or responyibility
in fhie matter,
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