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DECLARATION by APPLICANT; 55% 3 1o T3;

11| heteby confinm that all detalls in Ihis Form ate True to'the best ol my knewledge. Any falee statlameanl will rander my Application & ongoing assisisnce, If any,
liabie for rejechon/cancellation "
2) | eclemnly confirm that assistance, it raceived fam Koshiks Foundation, will be used only tor the “purpose”, as sisled in this Form, for which such assistance
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1) By affing my signature or thumb imprassion on ths Form, | (Applicant) hereby agree & sulhorse Koshika Foundation and it's Trustees to
uselpublishfpul-uplreproduce my name, addrasz, photo & datalls of tne “purpose”, for which swch assistance |s requesiedigranted, through any
medium, incleding but not limiled (o vertal, print, elgchenin. for soliciting donafions for Koshika Foundation andisr dizseminating informatian aboul 1's
aclivitiesiachisvoments. Such uss of my photo & detals can be made by Keshika Foundation before or after my reatment or fulliiment of the “purpose”
for which assistance is being requesied

2} | {Applicant] further agree that any such Use of my name. address. photo & detsils of 1he "purposs’. for which such assistance is requestadigrantad,
will nat automatically entitle ma for receiving or cantinulng the said assistznce. The decision for granting andior canlinuing Ihe assistance will resi solsly
with the Trustges of Koshika Foundatian, and their decision i this regard will be Tinal and acceplable to me.
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AGREEMENT by HOSPITAL (f=5m o0 %000

By affming hereunders, sgnature of our Authonsed Signatary Tor secommanding this casa/patient for financial assistance from Koshika Faundallon, we
(Hospital} hereby affirm & accepl following.

1] hist wo neithar are presently nor will in future gyall of financial assistance from another NGO or any olher source, far ihe same patient/case, as we are
fequesting to gol from Koshiks Foundation, to the axtent thal such assisiance is granted by Koshiks Foundation. If the requested assistance s not graniaa
by Koshlks Foundation, In part ar in full, then the Hospital resarves it's right to make up the shortfall from ancther NGO or gty othel source. This
confimmalion essentially slates that the Hespltal will not aveil any duplicale assistance for the same patientcass from any othar NGO or any other source.
2] The assistance from Washika Foundation is only financial in natuse The choice of the treatmenliprocedure advised/conduciad by the Hospital an the
panant, is basad an ths atrangement betwesn the pstient & the Hospital, and is in no way influsnced by Koehika Foundation, Hence, the Hospital will

a5 ;er& solo & complets responsibility of the treatment & it's culcome & safety of the patiert, and Koshike Foundation will have no role or respons:tHity
r the matter
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