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DECLARATION by APPLICANT: 3089 BT T T3:

111 hersby confirm that all details in this Form are Trus o the besl of my Knowledge. Any false statement will render my Application & angoing essistance. If any,
hesbbes far resjerehancancelaban,

21| selamanly confirm that assistance, If repesved from Koshika Foundation, will be used only for the “pumosa”, s stated in this Fom, for which guch assistancs
wils raguosted by me.
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1) & sirpm B ew w3 fed ol e S et & s we & wfy wh faen g e s o # o S awea B W o aw bl

23 W F W AR o e WEeIE T, WA W W b e I o w i w e e e, W wew F o

37§ e wwm € F =0 wEEm E W W ) o 38 i w0 s e frem T o wedesme wee W 2w e b T i F s
AGREEMENT by APPLICANT ( syaes ga %)

1) By stfxing my sigraiuie or thumb mpeession on s Form, | (Applicant] hemeoy agres & authonsa Koshika' Foundation and 0's Trusiees 1o
pen/publishipul-upfreproduce my name, address, pholo & detaits of the "purpese”. Tor which such assistancs is requestedigranted, through any
medium, Inoluding tait nat limited 1o vartsal, print, glecironie, far saliciling donations for Keshika Foundstion and/or dissaminating infarmation about it's
achvitiesfachisvamants. Such use of my phato & detailz cen be mede by Koshika Foundation before or gfter my treatment or [uifilment of the “purposa”
for which assistance is being requesied.

2) | {Applican) furthar agrae that any such i=e of my name, address, photo & details of the "purpoge”, lar'which such Bssistance is requested/granted,
will ot sutormatically antitle me lor recelving or continuing the sald assistance. The decision for granting andior continuing the assistanca will rest salaly
with the Trustees of Koshika Foundalion, snd thefr dedision |5 this regard wil be final 2nd scoepiable o me.
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AGREEMENT by HOSPITAL (wemm 310 i)

By alfixing tereunder, Signatun of our Aulhorized Signatory for recommending this case/patignt for financial azsctance from Koshike Foundation. wo
[Hospited] hereby affirrn & accept folloking: _ _

1) thal we meither are presantly nar will im future avall of financial essisianoe from another NGO or any olhar saurce, for the same patient/case, as wears.
requesting 1o gt from Kastika Foundation, to the extent thet such assistance Is granted by Koshike Foundation, i the requested assistance s nol grantad
by Koshiks Foundation, In part ar (n full. then the Hospital reserves 11's Tight to make op tha shorifall from another NGO of any otker source. This
confirmation essentially states that the Hospital will not svail any cuplicsts assistance for \he same patleriticase from any other NGO or any ether source.
24 The aszistance from Koshika Foundation is only finsncial in nslure. The chalce of the treatmantiprocedute advisediconduciad by the Hoapital on the
patient, iz based on the arrengement between the pationt & 1he Hospital. 2nd ls |n no way influenced by Koghike Foundation, Hence, the Hospiial wil
atsuma sols & complets fesponsiiity of the lreatmant & IFs sulsome & safety of the patient, and Koshiks Foundation will have no role or responsibitily
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