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DECLARATION by APPLICANT: SIS [0 Wvew ¥a:

1)1 harely confirm that all detais in this Form ane Tree fo the best of my knowlodge. Any false statermnent will render my Application & ongeing assistance. if any,
liadrbe o

2] | solamaty confirm Mt sssistance, If recerved rom Koghis Foundation, will be used only jor the "purpose”. as stated in this Foim, for which such assisiance
was requested by ma
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AGREEMENT by APPLICANT | wmiu® g %01)

1) By aftwing my signafure of thumb impression on this Form, | (Applcant) hereby sgres & suthorise Koshika Foundation and iTs Trustees 1o
use/publishiput-upieproduce my nimae, address. photo & detais of the “purpose”, for which such assistance is requesied/granted, fhrough any
medium, melusng tat not bmited 1o verbal, print. electronic, for soliciting donations for Koshika Foundation andlor disseminaling Infermation aboul i's
sctivibesiachievements. Such use o my pholo & detads can be made by Keshika Foundation before or after my trostmant or fulfiimant of he “purposa”
for which sssistances is being requesiad.

2) 1 (Appicant) hurther agree that any such use of my name, address, photo & details of the "purpose”, lor which such assisiance s requestedigranied
will rat automatcally entitle me for recalving of confinuing the said assistance. The declsion lor granting andior confinulng the assistance will resl solely
with the Trunless of Koshica Foundstion, and thair decieion is this regard will be final and accepiabie 10 me
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AGREEMENT by HOSPITAL (Foymm @in wot)

By alfing herounder, signatune of our Authansed Signatory for recomimending this caseipalient for inancial assisiance from Koshika Foundation, we
(Hospital) hersty afirm & accept loliowing:

1) that we neither s prasentty non will in futurs avall of fnancial assistance from another NGO or any other source, lor the same patienticase, o8 we wre
requesting (o get from Koshika Foundation, to the extent that such assistancs is granted by Koshika Foundation, If the requesisd assisianca i nol granted
by Kowheka Foundation, m par or in full, then the Hospital reserves iU's right 1o make up the shortfall from anoiher NGO or any other source. This
confiimation essantially states thal the Hospital will nol avail any duplicate assstance for ihe same patient/cass from any other NGO or any othar source.
21 Tha assintance from Koshika Foundation is only financial in nalure. The cheice of ihe treatimentprocedure sdvisediconducted by the Haspital on the
parlbinil, i bassd on the =rrangement batwean the patient & the Hospital, and i in no way influenced by Koshika Foundation. Hance. the Hoapdal wil
pusuma soln & complete responuibéity of the treatmant & it's outcome & safety of the patient, and Koshika Foundetion will have no rols o responsibility
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