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DECLARATION by APPLICANT. e g W 7%

1Immﬁmmm-nmh in this Form ara True to the best of my knowledga Any taise statement will render my Appiication & ongoing assistance, if any.
2} 1 solemnly confirm that assistance. if received from Koshika Foundation. will be used only for the “purposa” a5 stated in i Form, for which such sasimtance
was requested by me

5) | horeby confirm thut | have not & will not in fitura. avail of remborsemeant, nmmmu.mwmwmmr.dhm
for which fhis assistance s requasted.
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AGREEMENT by APPLICANT (09%% R %1T)

1) By aflixing my digriatuie or thumb kiptession on this Form. | {Appiicant) heredy agree & authorse Koshika Foundabion and #t's Trusiees o
ussfpublish/put-upimproduce my name, sddress, oholo & aelsl of the "purpose”, for which such assistunte requetted/granted. Birough any

medium, including bul sot limited to verbal, prnt. electronic, for solictting donatians for Koshika Foundation and/or dissaminating information about if's
asctivitosachivements. Such use of my photo & detals can ha made by Koshika Foundation balore or glies my treatment of fulfiment of the ‘purposs”
for witich assistance 5 being roguestad

20 1iApgiicant) further agree that any such use of my namE, JAGress, photo & details of the “purpose’, for which such assisiance 19 requested/granied,
will not aulomatically antitie me far receiving of continuing the said essistance. The decision for granting ang/or confinuing The assistance will rest solaly
with the Trustees of Kashika Foundation, and their decision i This regard will be final and accoptaido 10 me
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AGREEMENT by HOSPITAL (FeEE T #4910

By affiuing hersundar, signature of our Aulhorised Signatory for recommending this caselpatient for financinl assistance from Koshiks Foundation, we
(Houpital) herstiy affirm & accepl fellowing:

1} that we neithor are presently nor will in futura avall of financiat assistance trom another NGO or any other source, for e same palienlcass, As we ara
requesting 1o get from Koshika Foundation, io the exent (hat sich mssistanice is granted by Xoshika Foundation I the roquested assistance is nol granted
by Koshika Poundnlbm,hpmur|nluﬁ.1hmmaﬁulm|ulmwmll'-mmrrmup'dmmﬂmmNMummmm. This
confitmation essenfially states that the Hospital will not avail any duplcate assistance for (he same patienticase from any other NGO or any other source.
2}Thamﬂanm{mmhuuquﬂy!mwmmmwwuunlﬂwmmmﬂdum advisesticonducted by the Hospital on the
puduanmmmmmmwmwmuﬂpmmamHmm.mummny-rdlumdbyxwﬂhamum Hence, the Hospital wil
assume sale B complete responsibility of tha treatment & it's outcome & salely of the patient, and Kozhika Foundation wil have no role or responsidiity
in the mater
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