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DECLARATION by APPLICANT. Sriww ou Wi w1

1)1 hereby confiem that a4 details in ts Foem are True 10 the best of my knowiedge. Any false statemnent will render ry Application 8 ongoing assistance,
latie for rejocticnicanceliation,

2) | solomnly confirm that assistance, f recoived from Koshiks Foundation, will De usdd only for the "purpose’, o3 stated in this Form, for which such
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1) Uy afxing my signature or Bhumb imprassion on this Form, | (Applicant) haredy agree & aulhorise Koshika Foundation and It's Trustees to

usepublishiput.upireproduce my fame, address, photo & detais of the “purpose”, for which such assistance is requestedigrantod, hrough any

medium. Inchudng but not limited 1o verbal, peint, elactronic, for soliciting conations for Koshika Foundation andior disseminating informason about it's
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with (he Trustoes of Koshika Foundation, and tholr decision is this regard will be final and acceptadie to me
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AGREEMENT by HOSPITAL (wwoms 0 W)
By affing herounder, signature of our Authorised Signatory for racommending this case/patient for financial assistance from Koshka Foundation, we
(Hospital) hereby affirm & sccept following:
1) that we noithor are prasently nor will in future avail of financial assistance from another NGO o any oeher sourca, %or the same patient/case, 3s we are
requesting to et from Koshika Foundaton, to the extent that such assistance is granted by Koshika Foundation. i the requested assistance is not granted
by Koshika Foundation, in part o¢ in Aull, then the Hosptal reserves it's right 1o make up the shortfall from ancther NGO or any other source. This
confurmaton essentally states that the Hospaal will not avail any duplicste assistance for the same patiostcase from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advisediconducted by the Hospital on the
patient, is based ca the arangoment botween the patient & the Hospital, and Is in no way influonced by Koshika Foundation. Hence, the Hospital wil
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