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DECLARATION by APPLICANT. uriew pm dhem

1) | hereby corfirm that ol detads in this Form are True (o the besl of my knowledge. Any false statement will rendar my Application & engoing assistance, if any,
liable lor refeationicancellation.

2} 1 solemnly confirm that assistance. |f recaived from Koshila Foundation, will bs used only lor the "purposs”, as stated In this Form, for which such assistance

was requasted by me
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1) By affoung my signature o Sumb impreasion on nis Form. | (Apgpiicant) hereby agres & aunorse Koshika Foundation and its Trustess to

usefpubish/put-upireprotuce my name, sddress, pholo & details of the “purpose”, for which such assistance s requested/granted, through any

migdium, incluging bul not limited lo verbal, print, slectronic, for soliciling donativns for Koshika Foundalion and/or dlssaminating information about iU's
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will not automatically entite me for recedving of conlinuing the said assictance. The decision for granting andior conlinuing the assstance will rast solsly

with the Trustess of Koshika Foundation, and their decisson is this mgard will be final and scceptabis o me.
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AGREEMENT by HOSPITAL (wesmm) gm0 W)
By affixing hateundar, signature of our Authorsed Signatory for recommending (his case/patient for financial sssitance from Koshika Foundation, we
{Hospital) herety affirm & acoept foliowing:
1) hal we raither sre presenily nor will in future avall of financlal assistance from another NGO or any cther source, for the same patient/case, as we are
requisting to get from Koshiks Foundation, o the extent ihat such sssistance is granted by Keshikes Foundstion. If ihe requested assistances iz not granted
by Koshita Foundstion, in part or in full, then ta Hospital reserves It's rght to makes up tha shartfall from ancther NGO o any other pource. This
confirmation essentially states that the Hospital will nol #vall any duplicata assisiance lof he same palienticase from any ofhar NGO or any other source.
2) Tr assislance from Koshika FoundaBon is anly financlal in nature, The choice of the trealmantprocedure advisediconducted by the Hospital on the
patient, is basad on the amangemant between the patient & the Hospital, and is in no way Influenced by Koshiin Foundation. Hence, {he Hospltat will

arsuime sole & complele responsibsity of tho trealment & I's cutoome & safiety of the patient, and Koshika Foundation will have no role or responsibilly
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