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1)1 herety eanfinn that all details in this Form are True to the best of my knowledge, Any false stalement will render my Application & ongaing aesistance, if any,
kable for rejection/cancalistion.

2) | solemndy confirm thet assistance, f recedved from Koshika Foundation, wil be used onty for the “purpose”, as stated in this Form, for which such assistance
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11 By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and iUs Trusloes 1o
use/publish/pul-upireproduca my name, address, photo & deteits of the "purpasa”. for which such agsisiance is requestadigranted, through any
medium, including but not imited 1o verbal, print, electronie, for soliciting denstions for Koshike Foundation endfor disseminating information about it's
aciivities/schisvemants. Such use of my phote & detalls ean be made by Koshika Feundation balors or aftler my ireatment or fulfiment of the *purposa”
far which assistance is being requested.
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AGREEMENT by HOSPITAL (¥em® Br0 w01)
By affixing hereunder, signature of our Authorised Signalory for recommending this caselpatient for financial assistance from Koshika Foundetion, wa
(Hospital] heraby affirm & acoep! Inllowing:
1) that we nedther are presently nor will in future avall of financlal assistance from ancther NGO or any ather source, for the same patient/case, 8s we are
requesting fo gel from Koshika Foundation, io the extent that such assistanca is granted by Koshika Foundation, If the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital resarves it's righl to make up ihe shartfall from ancther NGO or any other sourcs, This
eenfirmation essentially statas thal the Hospital will not avail any duplicale sssistance for the same palienticass from any other NGO o eny othar sauica.
2) Tha assistance {rom Koshika Foundalion is only financial in nature. The choice of Ihe treatment/procedure advised/conducied by the Hospital on the
patlant, is basad on the armngemant batwesn the pathant & the Hosplial, and isin no way influsnced by Koshiks Foundation. Henca, the Hospital will

sseume sole & complate responsiblity of ihe ireatment & it's outcome & safety of the patient, and Koshika Foundation will heve no role o responsibility
in tha mattar.
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