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DECLARATION by APPLICANT. wmirw gm iy we:

1} | hareby confirm that all detsds in this Form am True io Be best of my knowledge. Any falne statemant will render my Application & ongaing assistance, i any,
iabie for repection'cancsliation,

2 | solemnly confirm thal assistance. |f recedwed from Koshika Foundation, will ba used only fot fhe “purposs”, as staied in this Form, for which such sssistance
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3) 1 hareby oonfirm thal | have not & will not in flure, &l of membursement, s pan or in full, from pesy offer sourcademployarinsirsnon company, of the amiount|
for which thin assmtance & requeshed
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1] By affxing my signolure or thumb imgresiion on this Farm. | (Applicant) haraly agree & aulhorisa Koahlka Foundation and I's Trustees o
usafpubishdput-upireproduce my name, address, phoio 4 detalls of the “purpose”, lor which such assistance is requestadigranted, hiough any
madium, including sul net [imeed 1o vartal, print, slectronic, for sobolting donatiors for Koshika Foundation and/or disseminating information about Ii's

aciwites‘achisvoments. Such use of my photo & detaits can be made by Koshika Foundation befors or after my treatmant or fulfiiment of the "purpose”
for which assistance is baing roquesied.

20 1 (Appicant) lurther agrae thial @ny sueh uss of my name, sddress, photo & details of ihe “purpese”, far which such assistance is requesied/granted,
will nol sulomatically entitie ma lor recaiving or continuing the sald assistance. The decision for granting and/er continuing the assisiance will rest solaly
with the Trusiees of Kophika Foundation, and theit dacision i this regard will bo final and acceptabie to me
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AGREEMENT by HOSPITAL (weess g w1
By affixing bereunder, ssgnature of our Authorised Signatory for recommending his case/patient for financial asus@ance from Keshile Foundation, we
(Hospital) hersby affirm & accepl lollowng:
1] thal we neither are preaently nor will in future @vall of financial assisisnce lrm.nu“ﬂ'nrﬂﬁﬂu'ln}'uﬂurm for the same patient/case, s wo an
feguastng (o gel kom Koshika Foundaton, 10 the extednt that such assistance is granled by Koshila Foundation, I 1he requested assistance |8 Aol granied
by Koshiks Foundation, in part or inTull, then the Honspital ressrves it's nght lo make up the shortfall from another NGO or any other source. This
conlirmation essentinily stales ihal the Hospital will ned avail any duplicale sss|siance for the same palientcase from any olfher NGO of any otheds source.
£} The assistance from Koshika Foundation s only firanciad in nature. Theo cholce of the treatment/proceduns sdvisediconductad by the Hospital on the
patient, is bassd on the arrangement batween the pabient & the Hospital, and (s i no way infhienced by Koshika Foundation. Hence, the Hospital will

assume sole & compiote responsibilily of the troatment & (M outcome & safety of The patient, Bnd Koshika Foundation will have no role or responsibility
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