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DECLARATION by APPLICANT. PHew g w71 .

1)1 haretry confirm thal 8l delsis in this Foem ane True 16 the best of my knowledge. Any lalse stalerment will rendes my Applestion & engaing assistanos, if any,
limbsle o repectioniancsiation. i -

2} | solemniy gonfirm that assisisnce. F received from Koshika Foundation, will be uned only for the “purposs”, as stated in this Form, for which such assistancs
Wwas requested by me

) | hereby confiem that | have nat & will not in future, @il of reimburssmant. in part or in full, from any olher sourcs/employesinsurnos company, of the amount
for which this assistance & reguested
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AGREEMENT by APPLICANT (wiws gm wot)

1) By affumng my :qn.imu or Muimb inprestion on fus Form, | (Applcant) heraby agree & authorise Koshia Foundation and ifs Trustess 1o

usefpubishipul-upireproduce my name, address, pholo & datais of the “purpose”, for which such assisiance is requesiedigranted, through any

misdiurn, ncluding but not limited 1o varbal, print, slectrome, Tor soliciting donations for Keshlka Foundalion andior dissaminating information about it's

actvibies'achievements. Such use of vy photo & details can be made by Koshika Foundabon before or alter my trestment of fulfiiment of the “purposa”

for which assistancs i§ being requisied.

2) | [Applicant) further agres that any such uss of my name, address. phoio & detalls of the “purpose”, for which such assistance is requestedigranied,

will not sutomatically antifle me for receiving of continuing the e3id sssistance. The deciion for granting andior continuing tha assistance will resl solsly

with the Trustees of Koshika Foundation, &nd thelr dealsion is this regard will be final and acceplabile to ma
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AGREEMENT by HOSPITAL (wwme T wiT)

By affining hersunder, signaluse of our Authorised Signatory lor recommaending this casepatient tor financial assistance fom Koshika Foundation, we
(Hospltal) horetry affirm & acoep! Tallowing:

1) thal we neithar ame prasenty nar will in future avall of financial assistance from anothar NGO or any ofher source, for Ihe same patienlicase, as we am
reguesting 16 get from Koshika Foundition, 1o the extent thal such assistance i granied by Koshika Foundation, If tho requesisd assistancs s not granted
by Koshika Foundabon, in part or in full. then the Hospital reserves it's nght to maks up the shortfsl from another NGO or any other source. This
genfirmation esentially stabes that the Hospital will not avail any duplicate assistance for the sama patienticase from any other NGO or any other wource.
2) Tha assistance from Moshia Foundation 5 only financial in nature. The cholee of the ineatmenl/procedure sdvisad/conductad by the Hospital on tha
patent; s based on the smangement between the patlent & the Hospilal, and is in no way influanced by Koshika Foundation. Hence, The Hospdal will
gssume sole & complets responsibilily of the teatmant & It's culcome & ssfety of the patient, and Koshika Foundation will have no role or responeibility
in the matter,
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