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1) | etaby confimm that all detiils in this Form are True bo the best of my knowledge. Any lalse stalement will render my Applicsticn & angoing assistance, If any,
leable for rajectiondcancaliation.

21 | solorrmily confirm that assistence, f recetved from Koshika Foundation, will be used oy bor the “puspose”, o3 stated B this Form, for which such suslstpnce
win requesied by me.
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1) By afflxing my signature or thimb impression on this Form, | (Applicant) hereby agres & aulhorise Keshika Foundation and I's Trusless 1o
ugsipubiishiput-pireproducs my name, sddress, pholo & datais of the "purpesa”, far which such sssistance is requestedigranied, through any
medium, Including but not limited (o varbal, print, electronic, Iot soliciting donstions for Keshika Foundation andior dissaminating information aboul it's

activitiesfachiovements. Such use of my pholo & datals can be made by Koshika Foundation before or after my treatment or fulliimant of the “purpose”
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wiih the Tresiees of Koshika Foundation, and their docision s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥ §a %)

By affixing hareunder, signature of our Autharisod Signatory for recommeniding his casaipalient for financial nssistines from Heshika Foundation, we
{Hospital) hersby affinm & scoept foflowing:

1} that wa nelthar are prosantly nor will in future @vall of financiil aasistance from arolhver NGO or @y ofher source, Tor the saime palivnilicaus, as we ars
requesting io gat fram Koshika Foundation. to the extant thal such assistancs is granted by Koshika Foundation. I the requested assistance is not graniad
by Koshikn Foundation, in parl or in full, then the Hospital resarves I's right to make up Ihe shartfall from anather NGO of any other sourcs, This
confifmation essentizlly states thal the Honpital will not svall any duplicate assistance for the sama patient/cese from amy other NGO or sny othar sturce
2) Th asslstance from Koshiks Fraundation is only financial in nature. The choice of the treaiment/procedure adyisedicondyuctad by the Hospital on the
patient, ls based on the armngement batwesn the patiant & the Hospital, and |8 [n no way isfluenced by Koshila Foundation. Henca, the Honpital will
sssuma solo & complete responsibility of the reatment & s outcome & salety of tha palient, end Koshika Foundation will have no role or reapenslbllity
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