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DECLARATION by APPLICANT: Sas% 51 S

1)1 hersby confirm inat sl detais in this Form are True Lo te best of my knowiedge Any talse statoment wil render my Application & angoing assistance, if any,
kable for rejeciion/cancelintion.
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AGREEMENT by APPLICANT (37%%% §7 %)

1) By affixing my signature or thumty impeession on this Form, | (Applicent) hersby agree & aulhorise Koshiks Foundation and iU's Trustess 10
use/piiblishipul-upireproduce my name. sddress. photo & detsils of ihe “purpose’. for which such sasistance i requesisdigranted, hrough any
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actvities/achisvements. Such use of my photo & detalls can be made by Koshika Foundation belare or after my trestment or lulfiiment of the “purposa”
for which assilance is being requestad.

2)1 {Applicant] lurther agree Ihal sny such use of my name, address, photo & detals of the "purpose”, for which such assistmee is requested/granted,
will notl automaticalty entitle me for recatving or continuing the sald assistance The decision for granting andior continiuing the assistance will rest solsly
with the Trustaes of Koshiks Foundation, and their decision is this regard will ba final Bnd accspiabie to me
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AGREEMENT by HOSPITAL (remm o0 =00}

By affng harsondar, signature of our Authortad Signatory foe recommending 1Nis case/patent for linancial asssiance from Kashika Foundation. we
{Hospital) hereby affirm & sccapt following:
1) that we naiiher are prassstly nor will in future avail of financlal assistiance from another NGO or any othes source, for the same palienticase, Bs we are
i gist from Koshika Foundation, to the extent thel such aesistance is granisd by Koshika Foundation, If the requesled assistance is not gramted
by Knshika Foundation. in par or in full, thes the Hospital resarves i|'s right 1o make up the shortfall from enothar NGO or any olfer source. This
confirmation essentially states that the Hospial will not avall any duplcats assistance for the same palient/case from any other NGO or any other source.
2] The gsisiance from Koshika Foundation is ondy financisl in nature The chaice of the treatment/procedure advisad/conductad by the Hospital on (he
patiand, is based on e arrangorment between the patient & the Hospital, and is in no way miluenced by Koshike Foundation. Hence, e Hospital will
gssume sols & compiels resgonsibility of the treatmant & if's outcome & safety of the patient. and Koshika Foundation will hive na fole of responsibliity
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