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1) | harety confirm thal all detais in this Form are True 1o the best of my knawledge. Any false stalament will rendar ey Application & engoing assistance, Il any,
izable for rejectionicanoablaon.

21 1 solemaly confirm that assistance. if received from Koshike Foundation, will be used only for the "purpose”, as atated I thiy Farm, for which such assistance
WhS regquesied by me.
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1) By affiing my signature o thumb impiession on this Farm, | (Applicant) heteby agree & authoriss Kashiks Foundation end II's Trusiees 1o
use/publishiput-upireproduce my name, address, pholo & details of the “purposa”, lor which such assistance is equested/granted, through any
miedium, including bul nel limied i verbal, prini, elacirenic, lor sofisliing donations tor Koshika Feundation and/ar disseminating information about I|'s
acivillos/achievamaents. Such use of my pholo & details can be made by Koshika Foundation before or sfler my treatment or fulfimant of the “pumpase”
for which assmtance is being requested
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APPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (wwms gn wor)
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By affining heraunder, signatuse of our Authorised Signatory for eeammending this case/palient for financial assintance fram Koshika Foundation, we
(Hospltad) hereby affirm & acoept foliowing:

1) thal we neithar arm pressntly nor will in feture svall of Nnancal sssistance fram snoiher NGO or any othar source, for the same patisslcase, as wi am
raquasting 1o gat lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistsnces is not granted
by Kobhikn Fouandation, in part of in full. then the Heapital reserves it's tight $o make up the shorttall from anather NGO or any other source. This
confirmation essentially states thisl the Hospdal will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2] Tho sssistence fiom Kashika Foundetion is only finarncisl in natute. The cholon of the irestment/proceduts advised/conducied by Ihe Hospital on (he
patient, ks bassd on the armangement between the patient & the Hospltal, and is in no way influenced by Koshiks Foundation. Hanca, the Hospétal wiil
assuma sols & complete responuitsiity of the ireatmant & its outcome & safety of the patient, and Koshika Foundation will have no role of responaibility
in the matiar
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