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DECLARATION by APPLICANT. stiow 5o wiww wn: pr
1) | hereby confirm that all details in this Form are True 10 the bast of my knowledpe. Ay fafse stalement will render my Application & ongoing

Lable for rey
2) | sclemedy canfiern that assistance, If received from Koshika Foundation, wil be used only for the "purpase’, s staled in this Form, for which such
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AGREEMENT by APPUCANT (3w DU sot)

1) By afixing my signative of thumd impeession on this Form, | (Applicant) hereby agroe & avthonse Koshika Foundation and it's Trustoos to
use'pubishiput-upireproduce my name, address, photo & detalls of e “purpose”, for which such assistance is roguestedigranted, theough any
medium, Inciuding but not imited 1o verbal, prnt, electronic, for solciting donations for Koshika Foundation and/or disseminating information about If's
actvitics/achievoments, Such use of my photo & detaila can be made by Koshika Foundation before or alter my treatmant or fulfiiment of the “purpose”
for which assistance Is being requestod

2} 1 (Applcant) furthar agroe that any such use of my name, address, photo & detais of the “purpese”, for which such asssstance is requessod/granted,
will nol astomatcally antitlo me for recaiving or continuing the 5aid assistance. The decision for granting and'or conltinuing Ihe assistance wil rest sololy
with the Trustees of Koshika Foundaton, and Iheir dacision is this regard will Do final and acceptable 10 ma.
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AGREEMENT by HOSPITAL (wesmm on w0%)
: our Authorsed Signatory for recommending this case/patient for fisancial assistance from Koshika Foundabon, we

By aflzing hercunder,
(Hospial) hereby affi :
1) that wo nedther are Will in future avall of financial assistance from anothes NGO or any other sowrce, for the same patienticase, as we are
mquesting to get from , 10 the extent ihal such assistance is granied by Koshda Foundation. if the requestod assistance is not granted
by Koshia Foundation, or in i, then the Hospital reserves it's nght (o make up the shortfal from ancther NGO or any other source. This
confirmaton essontially stales that the Hospal will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2} The assistance fom Koshika Foundation is only fimancial in nature. The chokos of the ireatmentiprocedure advisediconduciad by the Hospital on the
patent, is bated on the arrangemont betwenn the patient & the Hospital, and 1s n no way influenced by Koshiki Foundation. Hence, the Hoapital wil
assume sole & complete responsibility of the treatmant & If's outcome & salety of the patient. and Koshika Foundation will have no role of responsibiity
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