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DECLARATION by APPLICANT: Sew ¥ siwen wa:

1) | hereby confirm that all details in this Form are True to the best of my knowledge, Any false statement will render my Application & ongoing assistance, i any,
frable for rejection/cancellation,

2) | solemnly confitm that assistance, if received from Koshika Foundation, will be used only for the “purpose”. as stated in this Form. for which such assistanca
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AGREEMENT by APPLICANT (== g 511

1) By affiking my signature or thumb impression on this Farm, | (Applicant] hereby agree & authoriss Koshika Foundation and Il's Trustees 1o
use/publishiput-upireproduce my name, address, pholo & details of the "purpose”, for which such assistance is requesledigranted, through any
medium, including but nat limited to verbal, print, elactronic, for soliciling donations for Koshika Foundation andior disseminating information about if's
sciivitieslachievements: Such use of my photo & detalls can be made by Koshika Foundation before ot afier my Weatmant o luffilment of the "purpose”
for which assistance s being requesied.

2| (Applicant) funther agree that any such use of my name, address, photo & detalls of tha “purpose”, for which such assistance is requestedigranted,
will not automatically entithe me for receiving or continuing the said assistance. The decision for granting andlar conlinuing the assistance will rest solaly
with the Truslees of Koshika Foundation, and their deciskon |s this regard will ba final and accaptable o me.
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AGREEMENT by HOSPITAL (wemm® g0 1)
By affixing hereunder, signature of our Authorised Signatary for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hareby affirm & accept following:
1} that we neither are presently nor will in future svall of financlal assistance from another NGO or any other source, for the same patient/case, as we ara
requesting 1o get from Koshika Foundation, io the extent that such assistance is granted by Koshika Foundation. If the requested assistance i nol granted
by Koshika Foundation, in parl o in full, then the Hospital raserves it's right 1o make up the shorifall from another NGO or any other source. This
confirmaltion essentially states that the Hospital will not avali any duplicate assistance for the sams patient/case from any other NGO or any other source
Z) The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advised/conducted by the Hospital on the
patient, is based on the arangement batwean the patient & the Hospital, and | In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complele responsibiiity of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier.
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