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1) | Meraby confirm thal all details in this Form are Troe to tha best of my knowlsdge. Any false statemaent will rander my Application § engoing a
fabla for rej nceliaton.

2) | splemnly confirm thad assistance, if recelved from Koshika Foundation. will be used only for the "purpose”. as stated in this Form, for which such o

was requested by me,

3} | hareby confirm Bl | have not & will rol in fulere, avis of reimbursamant, in part of In full, from any oifer sourcs'amiployar/insurance company. of the
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AGREEMENT by APPLICANT (amaes £m 5m)
1) By afixing my signsture or thumb impression on this Form, | {Applicant) hereby agroe & authorise Koshika Foundation and s Trusless lo
usapublishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requesiedigranted, thiough any
medium. incluging but not limited 1o verbal, print, stectronic, for soliciting donations for Koshika Foundalion andior disseminating informalion aboul it's

pctivilies/achigvermanis. Such use of my ghoto & detalls can be mada by Koshika Foundation balore or aflor my treatment or fulfiimant of he “purpose”
for which assistance is being requested,

2) 1 {Applicant) lumhar sgree that sy such use of my name, address, photo & dalails of Ihe “purpose’, for which such assistance ® requestadigranted,
wil not automativally entila me-for recesving or continying the sald asststance. The dacision for granting end/or continuing Ihe assistance will rest solely
wilh (ke Trustens of Kouhiva Foundation, and thedr dacision s this regard will be finsl snd acceplable o ma
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AGREEMENT by HOSPITAL (wvamm o0 W)
By affiuing herpunder, sigrature of our Authorised Signatory for recommending \his casefpaient for financial assisiance from Koshika Foundafion, we
(Hospital| hershy afirm & sccepl fallawing:
1] that we naither are presently noe will in future avall of financial assistance from snather NGO or any other source, for the same patientcase. as we are
requesting 1o gel fram Keshika Foundation, 1o lhe exiénl thal such assistance |3 granled by Koshika Foundation, Il the requestad pssisiance is nol granted
by Koshike Foundation, in g3 or in full, then the Hospital reserves it's nght o meke up the shorttall from ancther NGO o sny other source. This
conflimation essent/ally sintes that (he Hospital will not aval any duplicate ssdisiance fof the same patlenl/case from any olher NGO or Bny other source
71 Tha aeeistance from Koshika Foundabon is only financial in nature, The choice of the reatmentprocedure advisadiconductad by the Hospital on the
patient, ks based on the artangament betwaan (ha patiant & the Hoapilal. and |s in no way Infibenced by Koshiks Foundation. Hisncs, the Haspital will
assume sole & complete responsibility of the freatmant & it's outcome & safety of the catient, and Koshiks Foundation will heve no role or responsibiilty
in the matter.
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