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DECLARATION by APPLICANT: S 20 Wiwen o

1) | hereby confirm that all detalls in this Farm are True to the bestof my knowledge. Any fise statement will render my Application & ongoing mlﬁhm’.‘a,k
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AGREEMENT by APPLICANT (swice @0 %11

1} By affixing my signalure of thumb imptession on this Farm, | (Applicant) hereby agree & auttunse Koshika Foundation and it's Trustess 1o

use/publish/put-ypireproduce my name, address. photo & detals of the “purposs”, for which such assistance is requested/granted, through any |

medium, inchuding but pet imited o verbal, print. esctronic, for saliciting donalisng for Koshika Faundation andior disseminating information about it's
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with the Trustess of Kothlka Foundation, and their decision is this regard will be final and acceptable o me.

|) O e e T S 6w e, § () e el F) g s f w s wetee o se st st sieg won e dm o,
o, R A T e A difvr #, S Saiie e s, R, T g T 6 e i s st w ferd el o wem e

A i W W T sfus Gt we w fee o e o wd W o | e W g Ui skt T e o

2) 2 L) v A e T S, 9, e i T ot 1w = agivd o ol & W e T e e

i T ww S e Pl s st wremE W

APPLICANT'S SIGNATURE O LEFT THUME IMPRESSION ¢
S W wneE W A W e

K \ &2
S 2 129X -

AGREEMENT by HOSPITAL (W= g %)

By affising hersundar. signature of our Althbrised Slgnatory for recommending this casalpatient for financial assistance from Keshika Foundstion, we
[Hespital) heroby affirm & accept following:

1) that wa nelther are prasently nar will In future avail of financial assistance from another NGO ar any other source, for the same patientcase, as we are
requasting 10 gel from Koshikg Foundition, 1o (he extent tha) such sssistance Is granted by Koshika Foundation, If the regquested assistance is not grantod
by Koshika Foundation, in part or in full. then the Hospital ressrves it's right to make wp the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hoapital will nat avall any duplicale sssistance for the same patlenticase from any othet NGO or any olher source.
2) The essistance from Koshika Foundation is only financial in natura. The choice of the tresimentiprocedure advisadisanducted by tha Hospital on the
patient, s based on the armngetnent batween the patient & the Hospllal, and i In na wity Influenced by Keshika Fouridation. Hence, the Hospital will
aasima sola & complete resporaibility of the tredtment & If's sulccme & safety of the patient, and Koshika Foundation will have no role or respansibliity
In the matter,
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