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1) hevety confirrn Shat il details in this Form are True to the best of my knowiedge. Any false statoment will render my Application & ongoing sssistance, If any,
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1} By affing my sigristure or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and [I's Trusiees io
use/publishiput-ughepreduce my name, address, photo & detalls of the ‘purpose”, for which such sssistance is requestedigranted, through any
mradlism, inchiding But not limited 1o vorbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activilies‘achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment o fulfilment of the *puspose”
for which assstance Is being requested

2] 1 (Applicant) further sgeee that any such use of my name, address, pholo & deinils of the “purpose”, for which such assistance is requostedigianiad,
will riot automatically eniitle ma for roceding or continuing the said assstance. The decision for granting andior continuing the assistance will rest solely
with The Trustess of Koshika Foundation, and theis decision & This regard will be final snd acceptable lo me.
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AGREEMENT by HOSPITAL (7=wR 3/ ¥19)
By affixing hereundar, signature of our Authonsed Sigratory for recommending this casa/patent for financial agsstancs from Koshika Foundation, we
[Hespital) heraby affirm & accepl lollowing:
1) that we neither gre presently nor will in fuliere svall of finsaciel essisance from another NGO or any other source, for the same patienticase, a5 we an
requesting o get from Koshika Foundation, o the extent that such asséstance is granled by Koshika Foundation. If the requesisd assistance is not granted
by Koshika Foundation, in part or in full, then the Hospéal reserves ii's fight to make up the shortfall from anather NGO or any other source. This
conlirmation essenfinlly atntes that the Hospiol will net avall any duplicatn masistance for the same patient/'cans from any other NGO er any other aource
2) The a=sisiance from Koshika Foundation s only financial in natura. The choice of the treatmentfprocedune advisediconduciad by the Hospital on the
patinid, s basid on (he arrangemen) botween the patieal & Be Hoapital, and 8 in ne wiry Influsnced by Koshilke Foundation. Hencs, the Hospital will
assums sols & complets responsdility of the freaimant & it's outcome & safety of the patient, and Koshiks Foundation will have no ol or responsibility
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