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DECLARATION by APPLICANT: Sow gm s o, |

T} 1 ey confirm that all delzds in this Form ane Tree io the best of my knowledga. Anjl fales stalemant will rendar my Application & ongoing assistance, if any,
Hable for reectipn/canced|ation,

E}IMTMM if recaived from Koshika Foundation, will be ussd for the “purpose”. &6 stated in this Form, for which such assistancs

wits requesled by me

3} | harwdy confirm it | have not & will not in future. svaill of reimiburssment, in pan or iy full, from any offer sourcs/smployerineuancs company, of the ameont
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AGREEMENT by APRLICANT (smiew mo wot)

1] By affixing my signalure or thumb impression on this Form, | (Applicant) heseby ; 4 puthorise Koshika Foundation and 2's Trusiees 1o
use‘publish/put-upireproduce My name, address, phola & detuis of the “purpose’’, Bir which such assistance i requestedigranted, rough any
medum, inciuding bul not limited 1o verbal, print, electronic, for soliciing donatons for Koshiks Foundation andior dissemenating informason sbout it
aciivities’schievernents. Such use of my photo & detalls can be made by Kostuka Flundation before or after my trestment or futfilment of the “purpose”
lor which nssistance is being requested. I

211 {Apphcant) further agree st any such use of my name, sddress, photo & detalls of the “purposs”, for which such asssisnce (s equesiedigranted,
will not sutomatically entitfe me for recelving or confinuing the sald sssistance. Théecison for granting and/or contmulng the asslstance will res! solely
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AGREEMENT by HOSPITAL (wmw o 5°1)

By affixing hereundsr, sgnature of our Authonssd Signatory for recommending fis case/patient for financial asssstance from Koshika Foundation, we
{Hospital) hersty sfirm & accept following:

1} that we neither are presertly nos will in future avail of fnancial sssistanco rofn anolher NGO or any other source, for the same pationticase, as we are
retiunsting 1o got from Koshika Foundation, 1o the axtent thal such sssistancs i granied by Koahika Foundation. If the requested sssistance is not granied

by Koahika Foundaton, in part of in full, then the Hospital reserves it's nght i ake up the shortfall from another NGO or any other source. This
confirmation essontially stales thit the Hespital will nol avall any duplicats lance for the sama patient/case from any olher NGO of any other souroe
2] Tha sssisiance from Koshika Feundation is only financial in nature, The cholbe of the treatmantigrocedure advised/conducted by the Hospital on the

patient, is basad on the srrsngement betwesn the patient & the Hospital, snd i in no way influanced by Koshiks Foundation. Hance, (he Hospilal will
assume sole & complete responsiblity of the traatment & it's cutcome & salityol the patenl, and Koshika Foundation will have no role o responsibility
in e mesttor.
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