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DECLARATION by APPLICANT, iy pu Shve I%;
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1) By afxing my signsture o¢ humb imprassion on this Foem, | (Applicant) hereby agree & authorise Koshixa Foundation and If's Trustees 1o
use/publistvput-upireproduca my name, address, photo & detals of the “purpose”, for which such assistance is requested/granted, through any
madium, including ot not limded o verbal, print, electronic, foe solicting donations for Koshika Foundalion andior disseminating Information about it's
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2) | (Applicant) lurther agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requested/granted,
will not sulomaticaly antSie me for receiving of condinuing the saks assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustaas of Koshika Foundaton, and their decision is this regard will be final and acceptable 1o me.
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By affidng horgundar. sgnature of cur Autharised Signatory for recommending ths caselpatient for financial assistance from Koshika Foundaton, wo
(Hospital) hereby afirm & accopt fo¥owing:

1) that we noither are prasenty nor will in future avad of financial assistance from ancther NGO or sny other source, for the same patient'case, a3 wo wo
requesting ia get from Koahka Foundation, 1o the extent that such assistance is gramiod by Koshika Foundation, if the requested assistance is not granted
by Koshika Foundation, in part or in full, then tha Hospital reserves It's right 1o make up the shortfall from another NGO of any other sourcs. This
confirmation essantialy states that the Maspital will rot avadl any duplicate assistance for the same pationticase from any other NGO or any other source
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patient, = tased on the arangoemant batwoen the pabent & the Moapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
a530me sole & comnplote responsBiity of the treatment & It's outcome & safety of the patient, and Koshika Foundation wil have no role or responsibsiity
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