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DECLARATION by APPLICANT: 3vSmsy 3 <o 7:

1} | hereky confirm that al| details in this Form are Trua lo the best of my knowledge. Any false statement will render miy Application & ongoing assistance, If any,
[iahie for reisction/cancelation.

2) | splemmdy confirm that assistance, if recaived from Keshika Foundzilon, will be used enly for the "purpose”, as slated in this Form, for which such assistance
wWas requested by me.
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1) By aflixing my sikgnature ar themb impression on this Farm, | (Applicant) heseby agree & sulhorise Koshike Foundotion and it's Trustess 1
wse/publishiput-upfreproduce my name, address, pholo & datalls of the "purpase”, for which such asslstanos |s requastadigranted, through any
medlurm, including but not Imited ta verbal, print, slectranic, for soliciting donations far Koshika Foundation andior disseminating Information about s
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will not sutsmatically entitle me fer recaiving ar continuing the eaid sssistance. The degision for grenting andlos continuing the assistance will rest solely
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AGREEMENT by HOSPITAL (7ew@E 20 F)

By affixing hersunder, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshiks Foundalion, we
{Hospital) hereby affim & accept following:

1) that we neither are presently nor will in future avail of financial aFsistance frorn anothar NGO of any othar source, for the sama patisnlicass, a8 we ara
requesting 1o gel from Koshika Foundation, o the extent thet such sesistance is granted by Keshlka Foundation, If the requested assistance is not granted
by Koshika Foundation, In part ar i full, theh the Hospits! reserves It's rght la make up the shortfall from another NGO or any other eourca. This
confirmation essantially siaies that tha Hospital will not avall any duplicale assistance for the same petient/cesa from any other NGO or any othar source.
2) The asslstance from Kashiks Foundation is only financlal in nalure, The choico of the treatment/procedure advisad/conducted by the Hogpital on the
patlent, is based on the erangement batween tho patlent & tha Hoapital, and Is In no way influenced by Koshika Foundation, Hence, the Hospial will
assume sole & compiete respongiblity of the trastmant & it's outcome & gatety of ihe patlent, and Koshika Foundation will have no mole or responstiiity

in tha matier.
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