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1) | hareby confinm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

lable for réjection/canceliation.
2) | solemnly confiem that asststance, if recaived from Koshika Foundation, will be used only for the “purpose’, s stated in this Form, for which such assistance
was requested by me.
B]Iruﬁymmmmrm&wﬂimhfuh:ru.avaﬂlnlmmbmnmmthmmnmn,kmanyumrwuHﬂnmwmmwm.ﬁﬂumﬂ
for which this assistance Is requestod.

1) & v wen f o @ e @ Rl wd) fer S8 weeh ® s v ud wf b ool s e o e e oo & o S0 were P o W wedt |
2) Ht gu @ sy i s s, 4 oW o R, es awin wd st € o o et fen b, W e usy f s
3) ¥ ffe o { s fam o dg @ b W o T ofe W s W wwe feem fe e dn il sl @ v e § ol 3 o e o A
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundation and it's Trustees 1o
use/publish/put-up/reproduce my name, address, photo & details of the “purpose’, for which such assistance is requesled/graniad, through any
medium, including but nol limited to verbal, print, electronic, for soliciing donations for Koshika Foundalion and/or disseminating information about it's

aclivitles/achievements. Such use of my photo & detalls can be mada by Koshika Foundation before or after my treatment or fulliiment of the “purpose”
for which assistance is baing requested,

2) | (Applicant) further agree that any such use of my name, address, pholo & delalls of the "purposa’, for which such assistance is requestad/granted,
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with the Trustees of Koghika Foundation, and their decigion is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (vrmm ym &)

By affixing hersunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospttal) hereby affirm & accept following:

1} that we neither are presantly nor will In future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to gel from Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or In full, then the Hospital reserves It's right to make up the shorfall from another NGO or any other source. This
confirmation essentially states that the Hospital will ot avall any duplicate assistance for the same patient/case Trom any other NGO or any other source.
2) The assistance from Koshika Foundation Is only financial In nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the palient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assuma sole & complete responsibility of the treatment & il's outcome & salely of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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