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1) | horuby condirm (hat ail detalls in this Form are True to the bost of my knowledge. Any false statemaent will rended my Apphication & ongong #sistanceo, Fany,
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2| solemnly confirm that sasistance, I receiveid from Koalika Foundition, will be usad only for the “purposa”, as stated in this Form. for which such assistance
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & aulhorise Koshika Foundation and i('s Trustees iy
use/publisivput-up reproduce my name, addeoss, photo & details of the “purpose”, for which such assistance s requesied/granied, through any
fedium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disse Ing information aboul t's
aciivities/achiovemonts. Such use of my pholo & details can be made by Koshika Foundation before or afler my treatment or hilfiment of the “purpose”
for which asslstance ks being requisted.

2} | (Appiicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted.
will not automatically entitie me for recelving or continuing the sald assistance. The decksion for granting and/or continuing the assisiance will rest solely
wilh he Trustoes of Koshika Foundalion, and thair decision ia this regard will be final snd sconpiable 1o me '
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AGREEMENT by HOSPITAL (wormm® g1 wam)

By afining hereunder, signature of our Authorised Segnatory for recommending this caselpatient for financial assistance from Koshika Foundalion, we
[Henpital) harsty affiem & sccept following:

1] that we naither are presently nor will in future avall of financial assistance from angther NGO or any other source, for the same palienl/case, as we are
requesting to get from Koshika Foundation, 1o the extent thal such sssistance is granted by Koshika Foundation. If the requested assstance i not granied
by Kashika Foundation, in part or In full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmution essentially states thal the Hospitsl wil not svail any duplicate ansistance for the same patienticase from any othor NGO of sy other souwrce,
2) Tha assstance from Koshika Foundabion ks only firancial in nalure. The choice of the trealmenlprocedure advisediconducted by e Hospital on the
pallent, ks bansd on the pmangement batwesn the patiant & tha Hospdal, and |8 in no way influsnced by Koshike Foundation. Hence, the Hospital will
assume scle & compiste responsibility of the trestmant & if's outcome & safety of the patient, and Koshika Foundation will have no role of responsibiity
in ihe matier
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