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1) | heraby confirm that all details in this Form are True to the best of my knowledge. Any lalse statoment will render my Application & ongoing assistance, Il any,
Tiable for rejection/cancellation

2} | selemnly confirm that nssstance; if received from Koshika Foundation, will be used only for the "purnase”, as statad in this Form, for which such assistance
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1) By affixing my signature of thumb imprassion on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and I1's Trustees 1o

usa/publishipul-upireproduce my name, address, photo & details of the "purpose”, for which such assistance |s requestad/granted, through any

medium, including bul not limited 1o verbal, print, electronic, far saliciting donations for Koshika Foundation andlor disseminating information about it's
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for which assistance is being requested.
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will not automatically entite me for recalving or conlinuing the said assistance. The decision for granting and/ot continuing the assistance will rest solely

with the Trisiees of Koshika Foundation. and their decision s this regard will ba final and scceptanin to me,
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AGREEMENT by HOSPITAL (W9asi @0 &)

By affiung hereundar, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshika Foundallon, we
(Hospital) hereby affirm & accepl following:

1) thaat we nalther are presently not wil in future svail of Tmancial essistance from anather NGO or any oiher source, far the same patlenticase, 85 wa ame
raquesting to get from Koshika Foundation, to the extent ihal such assistance is granted by Koshika Foundation. If the requesied assistance |s nol granted
by Kashika Foundation, 10 part or in full, then the Hospital reserves i's right to make up The shorifall from another NGO or any other source. This
confirmation essaniially states that the Hospital will not avall any duplicate assisiance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Fouridation s only financial in natute. The choice of the trestment/procedure advisad/conducted by the Hospital an the
patiant, is basad on the arangement between the patient & the Hospllal, and |s In no way Influenced by Koshika Foundation, Hence, the Hospital will
assiime sole & complets resporisibility of thie treatment & It's outcome & safety of the patient, and Koshika Foundation will have ng rola or respongibility
in the mattar.
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