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1) | horeby confirm that sk detads in this Form are True 1o the best of my knowiedge. Any false statement wil rendar my Application & ongo:g asuistance, & any
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211 solemnly confim thal assistancs, if received from Koshika Foundation, will be used onfy for the "purpose”, as stated in Mis Form, for which such ass|stance
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1) By affising my sgnaturs o thumb impression on this Form. | (Applicant) heraby agree & suthoriss Koshiks Foundation and i's Trustees lo
use/pubishiput-upieproduce my noma, address. pholo & details of the “purpose”, for which such assigtance is requested/granted. through sny
madium, inciuding but nol limited to verbal, print, electronic, for soliciling donations for Koshika Foundation andior disseminating information about it's
activilies/achiovements. Such use of my pholo & detalls can ba mada by Koshika Foundation before of after my teatment or fulfimant of the "purpase”
for which assistance is baing requested.
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[Hospital ] haraty aflem & accapt following:

1) thal we neither a/e prasently nor will in future avall of financial assistance from ancther NGO or any cther source, for the same patienticase, as we are
requesting 1o get from Koshika Foundation, to the extent thal such assistance |s granted by Koshis Foundation. If the requested assisiance i3 nol granted
by ¥oshika Foundation, in part of in full, then the Hospal resarves it's right to make up the shortfall from another NGO o any other source This
confirmation essentisily sistes that the Hospital will not svell any duplicate assistance for (he same patienticase from ony other NGO or any other source
2} The sssistance rom Koshika Foundation is only financial in nature. The cholce of the trestment/procedure advisad/conducted by the Hospital on the
pabent is based on the arrangemant betwean the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospiial will
nﬁumimm rasponsibility of the trestmaent & Il's oulcome & safety of the patient, and Koshiks Foundation will have no role or respansibility
in the matter.
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