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1) 1 hereby confiem that af detais in this Form are True (o tha best of my knowledge. Any falie statement will render my Appication & ongeing assistance, f any’|
kable for reeclionicancalalion,

2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used onfy for the “purpose”, as stated In this Form, for which such assstance
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1} By affixing my signature or thumb impression on this Form, | [Appllcant) hereby agree & suthorise Koshika Foundation and it's Trustees io
use/publishipul-upireproduce my rieme, address, photo & details of the “purposa”, for which such assistance is requested/granted, through any
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AGREEMENT by HOSPITAL (wimms g1 wiot)
By affimng hereunder, wgnature of our Authorised Signatory for recommanding Lhis case/patient for financial assistance from Kostika Foundation, we
(Hospital) heraby affirm & accepl :
1) thist we nedther are prasently nor will in future avall of financial assistance from ancther NGO or any other source, for the same patientcase, as we are
requesting ko gol from Koshika Foundation, to the extent that such assistance is granied by Koshika on, If the requesied assistance s not granted
by Koshika Foundation. in part of in full, then the Hospital resarves (U's right to maka up the shorttall from ancther NGO o any other source. This
eonfirmation essantially states (hat the Hospial will not avail any duplicate sssistance for the same pateniicase from any other NGO of @ny other source.
21 The ansistance om Koshika Foundation is only financiat in nature, The ohalce of the trestment/procedure advised/conducted by the Hospital on he
patianl is based on the arrangemen] batween the patient & the Hoapital, and is in no way influsnced by Koshiles Foundation. Hence, 1h= Hosgpital will

azsume sole & complate resporsibility of the trestment & it's oulcome & safety of tha patient, and Koshiks Foundation will hisve fe role o fespenshility
in ths mattar.
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