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DECLARATION by APPLICANT: Sriess: S i 5.

1} | hareby confinm that all distads in thic Form &ro True to the best of my Xnowledge. Any fale stetemant will rendar my Applicatidn & ongaing assistancs, If any,
liabie for rejection/cancellation

2} | sofsmmily confirm that assistance, it recaived trom Konhika Foundalion, will be used anly for the “purposs”, &5 sisted In this Form, for which such sseistance
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1) By affixing my sigrature or thumb impression on his Form, | (Applicant) beraby agree & guinonsa Koshika Foundation and iU's Trustees to
psaipubistipul-upirearoduce my name, address, pholo & delalls of the “purpose”’. for which such assistance i5 requested/granted, through any
rredium, including but not Imitod to verbal, print, sloctronic, for soliciting donations for Keshika Folndaton sndlor dissaminaling infarmation-sbout it's
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wilk nol Rustarmatically antitte ma for racaiving or continuing the said assistance, The decision for granting &ndior continuing thi sesistance will rest solaly
with the Trustees of Koshika Foundation, and Iheir decision s this regard will be final and sccepiabls o me,
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AGREEMENT by HOSPITAL (¥=me @9 %H)

By atfixing harsunder, sgnature af cur Authorlsed Signatery for recommending this case/pationt for financial assistante lrom Koshika Foundation, we
(Hospilal) hareby sffirm & accept falowing:

1) ihat we nelber gro grasently nor will in future avail of inAncial assistance Irom anolher NGO or any other source, for the sams palisnt/cate, as we arne
requesting to ga! from Koshika Foundation, to the exlant that sush essisiancs is granted by Koshika Foundation, If the requestad assistance is not granted
by Wesiiks Foundation, In part or in Wull, then the Hospital resenves it's nght to imake up the shortfall from another NGO or sny othar souree. This
confirmation essenlially siztes (hat the Hosoital will not avail any duplicats assistance lor the same patientcase from any other NGO or any oiher source.
2} The assislance from Kashika Foundation is onfy finsncial in nature. The chole of the wreatmenliprocedurs sdvised/conducted by the Hospital an the
palient, (5 basad on the arrangement between the patient & the Hosphal, apd 50 na influencad by Kashika Faundation, Hence, the Hospital wil
asseme sole & complets responsibiity of the treatment & s oueome & safety of the patisnt, and Keshika Foundation will have no role ar responsibility
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