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2) | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purpote”. as stated in this Form, for which such aesistance
was requasied by me.
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for which this assisiance is requesiad.

1) & v worm of faw e | fr ng i feem 6 el & s o ool w0 sl s feem o wws ses ww owm & o &0 wemm fimo i ow weh 6
2) = g = v wfn Cwifie b, 8 @ woof B, sew ol 1 vt @ g @ fewm wem, @ on o d v o B

1) ¥ gfe won { fx fam sow i o owds W A b oo o wlee W o o e s i s sl g s A St shos @ v d o
AGREEMENT by APPLICANT (spaes gim 1)

1) By affizing my signalure or thumb impression on this Form, | (Applicant) heraby agree A sutharise Koshika Foundation and It's Trustess lo
usafpublish/put-upiraproduce my name, address, photo & detsds of e "purpose”, for which such assistence is requested/graniad, through any

medium, inclusing bul not imited 10 verbal, print, electronic, for scliciting denations for Koshilea Foundation andfor disseminaling Information about 13
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2) 1 Zpplicant) further agres that any such use of my name, address; photo & delnils of the “purpose”, for which such ssststance s requekted/granied,
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By afficing hpreunder, jure of eur Authorised Signatory for recammanding this casa/pathent for finpncial assisiance from Koshika Foundation, we
(Hospital) herety affirm & sccept Tollowing:
1) that we nelther ane presently nor will in fulure avall of inancisl assistance from another NGO or any ather scurce, for the same patient/case, as we are
raquesting to get from Koshika Foundation, to the extant ihat such assistance is granted by Koshlka Foundation. If the requested assistance is nol granied
by Koshika Foundasian, in part or n full, ihen the Hospital reserves ifs right lo make up the shortfall from snother NGO or any olfwer soufos. This
confirmaton essantialy states that the Hosplis will nol avail any duplicats assisiance for the same patient'case from any other NGO of any ather Source
2} Tha assistance fmm Koshika Foundation (s only Erancial in natuie. The choice of the imatment/procedurs advisediconducied by the Hoapial on the
patent, is based on the srrangamant betwean the pationt & the Hospital, and is In no way influsnced by Koshike Foundaton, Hence, the Hospial wil

aswume sole & compiste respansibility of the treatment & it's outcoms & safety of the patient, and Koshika Foundation will have no mie o responsiblity
i e mater.
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