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1] | harety confim that all detais in this Form are True to the best of my knowledge. Any false statement will render my Appliicition & ongeing assisiance. f any,
linksa for rejecton/cancellation.

2) | solemniy confirm that assistance, If recetved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
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1) By affixing my sigrature or thamb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
usaipublishpul-up/reproduce my name, addross, pholo § details of The “purpose”, lor which such assistance is requestodigranted, Iough any
medium, including bt nol limited to verbal, print, electranic, for sollciting donations for Koshika Foundalion andior disseminating informabion about its
pctivities'achiseamants. Such use of my pholo & details can be made by Koshiks Foundation before or afier my treatment or fulfliment of the "purpose”
for which assistance is being requesiad
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with the Trustess of Koshika Foundafon, and their decision is this regard will be finsland acoepiable 1o me.
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AGREEMENT by HOSPITAL (W g W)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for inancial assisiance from Keshika Foundation, we
{Hospital) hereby afrm & accept folowing:

1) that we neliher are presantly nor will In fulute avall of financial assisionce from Bnothes NGO or any other source, for the sama patient'case, Bs we are
raguesting to get from Koshika Foundation, Io the extent that such assistance is granted by Koshika Foundation. If the requesied assstance is not granted
by Koshika Foundaton, i pan or |n full, ther the Hospital reserves It's right io make up the aharifall from anolher NGO or any ofher source. This
confirmation essentially states that the Hospilsl will not avafl any duplicate asséstance for the same patient'case from &ny other NGO or any other source.
2) The sssistanca from Koshika Foundation s only financial in nalure. The choloe of the treaimentprocedure sdvised/conducied by tha Hospital on the
patient, is based on the aangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hoapital will
assume sole & complele responsibility of the treatment & if's outcome & safety of the patient, and Koshlks Foundation will have no raks of responaibiily
in the mattar
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