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1)1 heteby confim that all details in this Form are True to the best of my knowiedge. Any fatse statement will rendar my Application 8 ongong rssistance, if any,
linkie for repecioncancefimion.

£) | splemnly contirm that asststance. if raceived tom Koshika Eoundation, will be used only for the "purpose”, as stated in this Form, for which such sssistance

wal requested by me .
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1) By affixing iy signature or thumb impression on this Form, | (Applicant) horeby sgree & aulhotise Koshika Foundation and I1's Trusiess ta
uso/publishipul-up/reproduce my name, sddress, phots & detalls of the “purpase”, for which such assistance is requestedigranted, through any
madiumn, including but not limiled o verbal, prind, slactronic, for soliciling donations for Koshika Foundation and/or dissaminating information about it's
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2) ) (Applicant) lurther agree that sny such use of my name. address, pRolo & detsils of the *purpese’. for which such assistance is raquestedgrantad,
will et nulomatically antille ma for receiving or conlinuing the said assistance. The decision for granting andfor continuing the assistanca will rest solely
with I Trusfess of Koshika Foundation, and thes decision is this regard will be final and scceptabla to me.
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AGREEMENT by HOSPITAL (gem g %)

By alliing herounder, signature of our Aulhonsod Sigratary for recommending this ease/patient fot linanclal assistsnce fom Koshika Foundation, we
(Hospital) hereby affirm & aceapt foliowing:

T) thih i pveithisr are presienbly noe will in fulere il Mmﬂimmm-mmhﬁﬂwmymHmm. for the same patient'case, as we are
requesting to get fram Koshika Foundation, 1o the axtent thal such assistance is granied by Koshika Foundation, If the requestod ummfnmul graniod

2) The sssistance from Kouhika Foundation is only fingncial in nature. The choice of the reatmenlprocedune advisediconductad by the Hospital on the
patient. is based on the arrangement batween the patient & the Hospital, and & in no way influenced by Koshika Foundation, Hence, the Hospital will
i Bale & complite responsibiily of the trestment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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