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DECLARATION by APPLICANT, smirsy T s wa:

11 1 harsby confirm Mmal & detats in tis Form ane True 1o he best of my knowiedge: Any lakse statement will render my Appiicabon & ongoing assistance, § any,
lisble for repsctondcancallption.

2) 1 solamnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, #s stated in this Form, for which such assistance
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1] By affaung my sigrature o thimb Impression on this Farrn, | (Applicant) hentby agree & sulharias Koshika Foundatien and it's Trustees 1o

use/publsh/ pul-upireproduce my name, sddress, photo & detalls of the “purposa’, for wihich such assistance i3 requestad/granted, (hroogh any

medium, mohuding But not limded (o verbal, prnt, slectronic, for solicliing donations for Koshika Foundation andior disseminaling information about it's

betvillev/achisvements. Such use of my pholo & satails can ba made by Koshike Foundation before o after my trealment of fulfiiment of the “purpose”
for which aisstance s being requesind

2} | [Appticant ) futiher agree Tal any such use of my nama, address, photo & detalls of the “purpose’, for which such assisiance & requested/granied,

will nol sulomatically entitle i fof recelving of continuing the sid kasistance. The decision for granling andior conlinuing the sssitance will rest solely
with the Trisstaes of Kostvka Foundation, and their decision s this regard will be final and soceptatie 1o me.
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AGREEMENT by HOSPITAL (yewm g0 %)
By allinng harsunaes, sgnmure of our Autharized Signatory for recommending thes caselpaten for financial assistance from Koshika Folndation, we
(Hosplial) herstry afinm & accapt following:
1) that we nether are presently nor will in future svail of financial assistance from another NGO or any olher source, for (he same patient/case, as we are
reguestng 1o ot kam Koshika Foundatian, 1o the extent that such assistance Is granted by Koshikn Foundation. If the requesied assistance is nol graned
ty Koshika Foundation, in part o in full, then the Hosplial reserves 1's right to make up the shortfall from another NGO or any olfer source. This
confirmation essentially states that the Hoapital wil not avall any duplicale assistance for the same patienticass from any other NGO o any other source.
2) The a=sistance from Koshika Foundaton s only finencial in nalure. The chaice of (he ireaimentiprocedure advisediconducied by the Hospital on the
pationt, is based on the arrngement between the patient & the Hoopital. and is in no way influsnced by Koshike Foundalion. Hence, the Hospital wil
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