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DECLARATION by APPLICANT: - 20 S 73
1} | ereby confirm that all detalls in this Form are True i he best of my knawlodge. Any false statement will rendger my Application & cngoing assistance, If any,
lighla for rejecton/cancallation.

2} Fzalemnly confirm thet assistance, || received fram Koshika Foundstion, will be ussd anly for the "purposs”, o5 statad In this Form, for which siich assisiancs
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AGREEMENT by APPLICANT (5= g %)

1] By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Fourdation and t's Trustees to
usa/publishiput-upreproduce my name, address, pholo & dolails of the “purpose”, for which such assistance ls reguestedigrantied, through any
madium, Inciuding bul not limitad to verbal, print, alectronio, far eollciting donations for Koshika Foundstion sndlor dissaminating Information about i's
acilvitlesfachievements: Such use of my photo & deisils can be mede by Hoshike Foundstion before or affer my treatment or fulfilment of he “purpose”
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will red automatically antithe me for receiving ar continuing the sald assistanga, The decizion for aranting andior eonlinuing the-assistance will rest solaly
with the Trustees of Koshika Foundallon, and their decislon I this regard will be firal and sccaplable to me
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AGREEMENT by HOSPITAL (weyem g w1

By affixmg hereunder, signature of our Authonsed Signatory for recommanding his cass/patient for inancial assistance from Koshika Foundation, we
(Hospltal) hereby affirm & accepl following:

1) that we rawilher are presantly nor will In future avall of financial assi=tance from anather NGO or any gther sourca, for the same patlant/case, 85 we are
reguesting to get from Koshika Foundation, 1o the sxdient thal such dssistance is granted by Koshika Foundation. [ lhe requested adsistance is not granted
by Koshiks Foundation, In part or in full, then the Hospital reserves IVs right to make up the shorifall from another NGO or any ofher source, This
confirmation essentially states thal tha Hospital wlll not avall any duplicate assistance for the sama petienticasa from any other NGO or any other sourcs,
2} The assisiance from Koshika Foundation is only Fnancial in natuse, The chowce of the reatment/procedurs sdvised/conducted by the Hospilz! on the
patlent, |s based on the arrangement between the patlent & the Hospital, and 18 In no way Influanced by Koshike Foundation. Hence, the Hospital will
assuma sole & complate regponelbiity of tha rostmant & it's outcome & aafety of tha patient, and Koshika Foundsation will have no rale or responsibility

iry the matiar.
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