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DECLARATION by APPLICANT, /e g = 73:

1 | hergty confirm that sl detalls in this Form are Trug to the best of my knowledge. Any false sintement will render my Application & angoing assistance, il any,
it for rejectionicanceadation

2 | soleminly confirm fhst assistence, T received from Koshika Foundation, will be used only for the "purpase”. a2 gtated In this Fomm, for Wwhich such assistance
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for which Iis assistnce s reguested,
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11 By alfixing my signatute of thumb impression on this Form, | (Applicant) hereby agres & suthorise oshika Foundation and (s Trustees 1o
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madium, [nghuding bul sol limited f0 verbal, print, elecironie, for solicifing donations for Koshiks Foundation and/or disseminating infarmation about it's
aclivilles’achievemenls. Such use ol my phola & delaiis can be made by Keshika Foundation before o after my treatment or fulfiiment of the "purpose”
for which assistance 13 being requested

21 (Applean) further agres (hal any such use of my nama, address, photo & detalis of the “purpose”, lor which such assistance is requesiadigranted,
will nol automaticelly anlile me for recelving or continuing the said assisiance. The decision for granting andior continuing the sssetance will rest zolely
with the Trusizes of Koshika Foundation, and thair decision i this regard will be final and accepiable to me
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AGREEMENT by HOSPITAL (Fsume 71 990 )

By aMixing hersunder, sionature of our Authorised Signalory for recommending this case/patinnt for financial sssistance lrom Koshika Foundalion, wi
[Haspiial) heraby aftirm & accept following:

1) that we neliher are presently nor will in future avall of financial assistance from anoiner NGO or any other sourge, for the same patient/cass, as we arm
requesting (o gal from Koshika Foundation, fo the extent thal such assistance is granted by Koshika Foundation. If the requasted sssistance is nol granied
by Keshika Foundation, in part o in full, then the Hospitml reserves 's dght io make up the shorifall from another NGO or any other sourca. This
confimation sssantially staes thal the Hospital will not avail any duplicsle assistance for the same patienticese from any other NGO or any othar source.
2) Thee assistanee from Koshiha Foundation ks only finanesal In nature. The cholee of the treatmentprocedure advised/conducted by the Hospital on the
pationt, (8 bosed on the srrangement batwaen the patiant & the Hospital, and (& m no way influenced by Koshike Fourdation, Hence, tha Hospital will
assume sole & complete resporsibiiily of the treatment & (V' outoome & satety of 1he patient, and Kosnika Foundation will have no role or responsitiiity
In fhe malisr.
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