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1} | heraby confinm thal all delods in @18 Form are Trve 10 ihe best of my nowledge, Any fulso statement will rendar my Application & ongoing assistance, I any,
Ikl for rejectionfeanceliafion.

2) | solemnly confirm that assistance, i received from Keghikn Feundation, will be used anly for the "purpese”, as stated In this Foem, lor which uch assistance
was requesied by me
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1) By afliaing my signature of humb imprezsion on this Form, | (Applicant) hereby sgrea & suthorlss Koshika Foundalion and it's Trustees to
unefpublishiput-upireproduce my nime, sddtess, pholo & dolalls of the *purpose’, for which such assistance ks roquested/grantad, through any
i, includineg but not imited to verba, print, electronis, for soficiing donafions for Koshika Foundation andfor dissemingting informstion about its
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) | (Applcant) furthir sgres thal any such use of my nama; oddross, photo & dotls of the "purposa”, for which such assistance Is requestadigranted,

will nol automatically entithe ma for recelving of eontinulng the sald assistance. The declsion for granting andier continulng the assistance will res! solely
with iha Trustees of Koakka Foundation, and thalr declsion |s ihis regard will b2 final and accoptable o ma.
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AGREEMENT by HOSPITAL (yoyes 50 wu1)
By affixing hareynder, signoture of our Authorsed Signotory for rocomrmending (hig cazi/paliont for financlal sssistance from Koshika Foundation, we
{Hospital) hereby affirm & socepd follawing:
1) that we neither are presanty nor will n fulure ovell of Bhanclal sssielancs from anathier NGO ar any olher source, for the same pallantcase, 83 we e
requesling lo get from Koshika Foundatlon, 1o the exten! that such sssistance is granted by Koshika Foundation., if the requested assistance is not granied
by Kaoshika Foundation, in part ar in Rill, then the Hospital ropervon ' right 1o mike up the shortfall from enother NGO or arry other source, This
confirmallan essenizlly stales thal e Hosplial will npt avall any duplicele assistance lor the sama patientivase from any oiher NGO or any other source.
2) Tho assistance from Koalika Foundation is only nancial in noture. The choice of the teatmentprocedure advisediconducied by the Hoepital on the
patieni, Is bassd an e srangement beteeen the patient & the Hospllal, and is In no way Infleenced by Koshika Foundatian, Hence, the Hospital will

ausumo solo & complate reaponalbility of tha eatment & e cutcome & salefy of ihe palient, and Koshika Foundation will have no rols or responsibliity
in the matier,
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