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DECLARATION by APPLICANT: SH#SH TR W U5

15 1 herety confirm that o8 details in Bis Form are Tree 1o the best of my knowledge. Any false stalement will render my Applicalion & ongoing assistance, @ any.
iable for remchoncancellation

2) | sobgrmnly confirm thet assistence, | received from Koshika Foundation, will be used only for ihe “purpose”, as stated in Bis Form, for which such sesistance

was regquestad by me
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1) By affuing my sgnatute or thumb impression on this Farm, | (Applicant) heraby agree & authorise Koshika Foundation and i's Trusiees 1o

usa/pubishiput-upireproduce my name, address, photo & details of the “purpose”, for which such ass:stance is requested/granted, through any

medium. inchuding but ol landed 1o verbal, print, electronic, for solicliing donations for Kashika Foundation and/or dissaminating information about It's

actvilies/achevaments. Such use of my photo & details can ba mada by Koshiks Foundalion betore of after my treatment of fulfilment of the "purposse”
for which assstance is beng requestad

21 1 (Appicant) hurther agree that any such use of my name, address, photo & detalls of ihe "purpose”. for which such assistance is requested/granied
will not muinmatically safifie me for recetving o continuing the said assistance. The decision for granting andior continuing the assistance will rest soiaiy
with tha Trustess of Koshika Foundation, and their decision is this regard will ba final and scceptable 1o me.
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AGREEMENT by HOSPITAL (wesar g Wit )
By aflang horeunder, sgnature of ouf Aulhorised Signatory for recommending this case/palient for financial assisinnce from Koshika Foundation, we
(Hospital) hersby affirm & accept following:
1] thil we nedher ara prasently nar will in futute avall of financial sesistance from anoiher NGO or any olher source, lor the same patienlicase, as we afe
requasting to gel from Koshika Foundation, to the extent that such assistanca is granted by Koshika Foundation. if the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves [1's right lo make up the shortfall from another NGO of any oftwr sourca. This
confinmation essentally states (het the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source
21 Ther sssistance from Kosheka Foundation s only financial in nature. The cholce of the irestment/procedure advisediconducied by the Hospilal on the
patient. s hased on the srrangemen batwesn the patient & the Hospital, and 18 in no way influenced by Koshlka Foundation. Hence, the Hospital will

aesume sols & complels respansibility of the treatmant & s autcorms & safety of the patisnt, and Koshike Foundation will have no rofe of responsibility
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