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111 hareby confierm Bl all details i this Form are Troe to the best of my knowisdge. Any (aise sistement will render my Application & ongoing assistance, if any,
tiabile for repcshondcancedlation

2} 1 solemnly confirm that sssistance, i recaived from Koshiks Foundstion. will be used onlly for the “purpose”, e stated in this Form. for which such assistance
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AGREEMENT by APPLICANT ( sies B0 WaT)

1) By affxing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshiks Foundation and if's Trusices to
use/piblish/put-upireproduce my name, sddiess, photo & detalls of the “purposs”, lor which such assiutance is requesiedigraniad. Mrough any
mndium, including bt not limited to vertal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating Information about A's
acinvilies/achievemsnis. Such use of my photo & detalls can be made by Koshika Foundation before or afier my treatment or fulfiment of the ‘purpose”
o which saslstance l§ being requssted
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Wil nal aulormaticaly enlithe me for recelving or contnuing the said sssistarcs. The decison for granting and/or continuing 1he sssistance will rosl solely
with the Trustees of Koshika Foundafion. and their decision is this regard will be linal and acceptable io me
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AGREEMENT by HOSPMTAL (ves= g %)

By affixmg hevewnder, signature of our Authorised Signatory for recommanding ihis casefpatient for financinl assistance from Koshika Foundation, we
[Hospiial) hersby affirm & aconpt lollowing:

1) that we nedher are presenly nor will in future aval of Snancial assistance from another NGO or any ofher source, for the same pallenticase, o8 we G
requesting 1o gal from Koshika Foundation, o the sxtent thsl such assisiarcs s granted by Koshika Foundation, If thae requesied sssistance i not granted
by Koshika Foundation, in par or in full, then the Hospita reserves il's night to make up the shortfall from anofmer NGO or any other source. This
confirmation essentially stabies that the Hospital will not avall any duplicste assisiance for tha same patient/cess from any olhes NGO of any other soulce
2] The assistance from Koshia Foundaton is only financial in natire. The choice of the reatment/procedure advised/conducted by the Hospital on the
patianl, is based on the sfrangement batwesn the patient & the Hospital. and & in no way influenced by Noshika Foundation. Hence, the Hospital wil

assume sole & complate responeibility of the treatment & i1's cutcome & satety of the patient, and Koshiks Foundation will hawe no frole of responsibility
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