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1) | hereby confirm that afl details in this Form are Trug 1o the best of my knowledge, Any Talse sistement will render my Application &
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AGREEMENT by APPLICANT (saee o0 %00)

1) By affiing my signalure or thumb impression on this Form, | {Applicant) heredy agree & aulhorise Koshika Foundation and it's Trustoes to
uselpublishiput-upiresroduce my nama, address, pholo & doetails of the “purpase”, for which such assistance is requestadigrantad, Inrough any
medium, incluging tut not iméted 1o verbal, print, electroniz, for soliciting donations for Koshika Foundation andior disseminaling information aboul it's
acimligs/schievements, Such use of my photo & dotalls can be made by Koshika Foundation before or afier my ireatmaent of fulfimeni of the “purpose”
I which asgistance is boing equested.
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with the Truglies of Koshiks Foundation, and Mair decision |s ie regard will be final and scceptable o me,

1 mmmuﬂmmwﬂﬂmm_hﬂt_ﬂmmtw“tumw&mﬂtmm*n wfieqn = § fs @0 9,
T T i T T v 4w §, s e e, T, g e e ¥ wd v s e 3 B el 8 s s

% v W @ fa sfegm B 9w e 0t v 3 O @ R 8w ¥ T i e 0 S sfeg

1) & (simw) owe S sven f fie g s, om, ol sl frerw o e e & axtest 4 wfils @ g ww: e e o) v e e o

e e T e o frete o s el o
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AGREEMENT by HOSPITAL (wwmm §m &o1)

By affxing hareunder, signature of our Authorised Signatory for recammending this case/patient for Enancial assistance from Koshika Foundation, we
{Hospiis!) heraby #firm & accepl :

1] thimt we neither ar presently noe will & future avadll of financial assistance from arother NGO or any other source, for the sem# patienlicase. A8 we ar
requeshing 1o gel from Koshiks Foundation, to ihe exient that such assistance is granted by Koshika Foendation Il the requesisd assistance s nol granied
by Kowhita Foundation, in part or in full, than the Hospital resanves iCs right 1o make up the shortiall from anathar NGO of any other soufce. This
coafirraton essentizlly states that the Hospital will not avall any duplicale assistance for the same palisnt/case from any olher NGO or any olher spurce
#) Tha ass/stanca from Koshika Foundation is only financial in nature, The choice of the treatmentiprocedurs sdvised/conducted by tha Hospitad on the
patient, is based on the arrangement between the pallent & the Hospllal, and is In no way Influenced by Koshiks Foundstion. Hence, the Hospdal wilil

assume sole & complite responalbility of he treatment & #'s culcome & safety of the patient, and Koshika Foundation will have no role or responsiDilily
n the matlor
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