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1) 1 meraty confirm hal &5 details i this Form are True 1o the best of my knowiedge, Any false statemeant will render my Application & ongoing assistance, [f any,
lighle for regpchion/cancalisiion.

) | safamnty confinm that assistance, If regeived from Koshika Foundation, will be used only for the “purpose’, as stated i this Form, for which such assistance
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. 1} By ‘fflxing iy signature or thumrib impression on this Form, | (Applicant) heraby agres & authorise Kozhika Foundation and I1's Trustees to
‘ psaipublishipul-upimprodoce my name, address; phoio & detsils of the “purpose”; for which such assistance s requestedigranted, through any

mediurm, nehuding Bul not limited to verbal, print, electronlc, for solicliing donations for Koshika Foundation andlor disseminating Information abowt I1's
artivities/schievemants. Sueh use of my pholo A detsils can be made by Koehika Foundalion before or afler my traatmont of fulliimaent of the “purposa’
for which assislance is being requesiod.

2) | {Applieant! further agree thal mny sueh use of my name, address, photo & details of the *purpose”, for which such assisiance s requastadigranted,
will nat sutomaticaily ontitle mo for t2cefving or continuing the said assiztance. The decision lor granting andior centinuing the sssistance will rest solsly
with the Trustesn of Koshika Foundation, and thair decision is this regard will be final and acceptabls o me,
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AGREEMENT by HOSPITAL (Wemm Zm 1)

By affiding hereunder, inmur& of our Authodsed Signatary for recommending (his case/patient for financial sssistance from Keshika Foaundation, we
[Hospital) horeby affiem & accapt following:

1) thiat we nalther are pressntly norwill in fulure avall of financial assistance from another NGO or any ather source, for the same patienticase, as we afe
raqiasting o gel from Kosalka Foundation, 1o the sdent that such assistance is granted by Koshika Foundation, if the requesied assistance is nol granied
by Hoshika Foundation, In part or in full, then the Hosplial reserves it's rghl to make up the shenfall from anathere NGO or any olher soutos. This
confirmalion essentlially states that ihe Hospital will not aveil any duplicate assistance for the sama patient/oase from any othir NGO of any other scurce
2] The assistance from Koshile Foundation is anly financial in nature, The choize of the treatmentfprocedure advisediconducted by thi Hospital on he
palient, is baged on the arangement Datwesn the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hance, the Hospital wrill
sssume sole & complele respansibility of the treatment & It's outcome & safely of the patisnt, and Koshike Faundstion will have na robs o responsdility
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