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1)1 hereby confirm Sal all detwts in this Form ame Truo (o the best of my knowledge. Any false sialament will render my Application & ongoing nesisiance, Il any,
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2] | solemnly confirm that sssistance, If received from Koshike Foundafion, will be used only for the “purposs”, as stated in this Form. for which such sdsistance
wits requested by me
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AGREEMENT by APPLICANT ( soies @1 wut)

11 By affoang my signature or thumb improssion on this Form, | (Applicant) heraby sgree & authornse Koshika Foundation and it's Trusieas o
isa/publsh/put-upireprodiics my name, address, pholo & detalls of the “purpose”, for which such assistance Is requested/granied, through any
medium, including bul nat llmited 10 verbal, prinl. elecironic, for soliciling donations for Kashika Foundation and/or dissaminating information about It's
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AGREEMENT by HOSPITAL (vwem g0 %111)

By affiing hersundar, signature of our Autharized Signalory for recommanding [his case/patent for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & nccepd lollowing:

1) that we nesthes @re presently nor will in futues svall of financial assistance from another NGO or any other source, for the same patient/case, 85 we Bre
requesiing 1o get fram Koshika Foundation, to the extent that such assistance s granied by Koshika Foundation. If the requesied assistance |s nol granted
by Knshikn Foundation, in part or in full, then the Hospital reserves it right o make up fhe shortfall from another NGO or any offer source. This
confirmation esseninlly stades that the Hospital will not avieil any duplicale assisiance for the spme paBeniUcase fram any olher NGO of any other source
Z) Tha mesistance from Koshika Foundation & only financial in nature. The choioe of the reatmentiprocedure advisediconducted by (he Hospital on the
patient, ks based on the armsngerment betwesn the patient & the Hoapltal, and is in no way Influsnced by Koshiks Foundation Hence, the Hospital will

pssuma sola & compiete responsibiilly of the restmant & iU's outcome & sately of the patient, and Koshika Foundation will have m role or responsibility
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