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1) 1 haretny confirm Mat ail detaits in this Form are True to the best of my knowbedge. Any false slatement will rendes my Application & ongeing assistance, if any,
listile for rejactionicancelation. i i

) | solemnly confirm that assstance, i recaived from Koshika Fourudation, will be used only for the "purpose”, as stated in this Form, for which such assistance
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1] By affxing my signature or thumb impression on this Form, | [Applicant) hereby agfes & authorise Koshika Foundation and if's Trustoes 1o
usefpublshiput-upireproduce my name, sddress, photo & details of the “purpose”, for which such sssistance |s requastedigranted, through any
madium, Including but not limiled ko verbal, prnl, electronic, far solicling donations for Koshika Foundation andior disseminaling Information about If's
pcti|ties/achisvernants. Such use of my photo & details can be made by Koshike Foundation before or afier my treatment or fulfiiment of the “purpasa”
for which assistance is being requested.
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AGREEMENT by HOSPITAL (wwmm gIo w1t}

By afflxing hareunder, signature of our Autharised Signatary for recommaniding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept foliowing:

1) that we nelther are preaaently moe will in Tuture avail of nancial assutance from nnothier NGO of any other sourca, for (he amae patipnt/cnss, a5 wo ore
reguestng ko gel from Koshika Foundation, to the exient that such assstance is granted by Koshiks Foundation. I the requasied assistance is nol granted
by Koshika Foundation, in part of in hull. than the Hospétal reserves I1's right to make up the shorffall from another NGO o any othet source. This
confirmation essentially states that (he Hospital will not avad any dupbcate sssistance fur the same patienticase from any olhes NGO or any other source
2} The sssistance from Koshi Foundation s only financisl in nature. The choice of thie treatment/procedure advisedioonducied by the Hospital on the
patient, i based on the armangement betwesn the patient & the Hospital, and 18 n 1o way Influenced by Koshika Foundatian. Hance, the Hospital wil
assuma sole & complete responsiblity of the treatmant & If's outcams & satety of the patient, and Koshika Foundation will have no rols or responsibility
in the matier
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