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DECLARATION by APPLICANT: smiow po s v

1':1M|1l:g;mﬁmm & dotads in this Form aro True to the best of my knowledge. Any falze statermant will rendar my Appllcation & ongoing assistance, If any,
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2| solemnly confirm fhat assistance, if received from Koshika Foundafion. will be usad anly for She "purposa”, &s stated in fhis Form for which such assistance
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AGREEMENT by APPLICANT ( swiew on wat)

1} By affting my signature or thumb impression on this Form, | |Applicant) hereby sgres & suthoriss Koshika Foundation and iU's Trusteos io
usa/publan/pul-upireproduce my name, sddiess, photo & detaila of the “purpose’, lor which such assistance s requestad/granted. through any
modium, including bul not limed to vorbal, print, etectronic, for soliciting donations for Koshiks Foundstion andior disseminating information about it's
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with the Trustess of Koshika Foundation. and their decision is this regand will e final and scceptabis to me.
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AGREEMENT by HOSPITAL (yems o0 %)

By affng hereunder, sgnature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hoapital) hersby affirm & scoept following!

1) that we neither are presantly nor will in future avall of financial assistance from another NGO or any other source, for the same patienl/case, as we amne
reguesting 1o got from Kashika Foundation, 1o the extent that such assistance is granted by Koshiks Foundation, If the requésisd assistance in nol granied
try Koshika Foundatkon, in par or in full, then the Hospital reserves Il's right to make up the shorttall from another NGO or any ofher source. This
confirmation sssentinlly states that the Hospital will not availl any duplicate sssistance for the sams patient/case from any othar NGO of any other sourcs.
2} Tha assistance from Koshika Foundation i only financial m nature, The cholce of the freatment/procedure advisediconducted by the Hospital on the
patiand, s bassd on the arrangement between the patient & the Hoapiial, and is in no way influenced by Koshikn Foundation. Hanca, the Hospilal will
assume sols & complats responsibifity of the treatment & it's outcome & safety of the pallont, and Koshika Foundation will kave no role or responsitility
in the matier
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