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1) | hareby confirm that ail delalls in his Form ane True 1o the besl ol my knowledas Any false statemant will rendar my Application & ongoing essistance. il any,
lishia for mjection/cancedlation.

2) | solemnly confirm that assistance, if received fram Koshike Foundation, wii| be used anly for the "purpose”, as stated In this Form, for which such essistance
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1) By affing my signature or thumb impression on this Form, | [Applicant] hereby agree & sulhorise Koshika Foundation and it's Trustess to

useipublish/put-upireproduce my nama, addrass, photo & details of the-"purpase”, for which such assistancs |s requestadigranted, through any

midium, including but not limited to verbal, print, glectronie, e sellciling donations fo Kashika Foundation andfor disseminating information about u'!;

activitissfachisvements, Such use of my phote & details can be made by Koshils Faundation befare o after my treatment of lulfiment of the *purpose”
for which assisianoe is baing requasied.

2} | (Applicant) furthes agrea that any euch use of iy name, address, photo & detslls of the "purpose”, for which such assistance la reguestedigranted,
will not automatically enlilie me lor recaiving or continiing Ihe said assistance. The decision for graniing and'or continulng the assistance will rest solg
with the Trusiees of Koghika Foundation, and their decision is this rogard will be final and ocoeptable to ma.
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AGREEMENT by HOSPITAL (wuam g sm)

By affixing hersunder, signalure of our Authorisad Signatory for recommending ihis caselpatient for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept lollowing:

1) that wi nallhar arme presantly nor will (n future avall of finantlal askistance from another NGO or any other source, for e sama patient/cass, &S wea Bre
raquesting 1o get from Koshika Foundation, 1o the extent Ihal such assistance i granted by Koshiks Foundslion, If the requastod assistanca i nol granted
by Koshlka Foundation. In part or in full, then the Hospltal resetves Vs tight to maks up the shortfall from another NGO or any other souica, This
confirmation assanlislly stated thal the Hospital will not avell any dupticate sssistance for the same pallentisase from any othar NGO or any other sourca.
2) The assistance from Koshika Foundation is pniy financial in nature, The cholce of the resiment/ procedurs advisediconduoted by the Hospltal on the
patient, s based on fhe arangemant batwean the patient & the Hoepital, and |sin no wey influenced by Koshika Foundation, Hence, the Hospite! wil
agsume sole & complate responsibilily of the treatment & IU's outeome & safety of the patient, and Koshike Foundation will have no role or respensibility
in tha matier.
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