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1) I nerety confim thal ab details in this Form are True o the best of my knowledge. Any false statement will render my Application & ongaing assistance. if say,
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2) | swiemmily gonfirm that assstinds, i received from Koshika Foundation, will be used only for the “purpose”. &5 stated in hes Form, for which such sssistance
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AGREEMENT by APPLICANT (sniow g wim)

1) By affiing my ssgmaturs of thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshiks Foundation and it's Trustess 1o
use/publsh/pul-up/raproduce my nama, sddrosa, photo & detads of the “purpose”, for which such sssistance is requestodigranted. through any
medium, ingluding butl not limded 1o verbal, prnt, slectronic, for soliciting donations for Koshika Foundabion andlor dissominating information aboul ity
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Wik nol automalically enbitle me fof receiving of contnuing the sald assistance. The dectslon for granting andlor conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and theilr decision & this regard will be fingd and scoeptable to me.
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AGREEMENT by HOSPITAL (v/== Tm +)

By aflinmg hereunder, sgnalurs of our Authonsed Signatory for recommending this caseipalient for financal assistance from Koshika Foundation, we
(Hompitai) horeby affirm & acospl following:

1) thal we nelther ere presently nos will in future &vail of financial assistance from another NGO or any other source, for the sams patient'case, as we are
regquirsting o gel from Koshika Foundnfion, (o e extent that such assistence is granted by Koshika oundaticn. Il the requesiad asskniance is not granted
by Koshika Foundation, in par of in full, then the Hospital reserves i's right to make up the shertfall from another NGO of any other source. This
confirmabon esuentiolly stales thol tho Howpital will nol swail any duplicate ousistonce fo¢ tho same pationticase from any olher NGO or any tiher source.
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assumi sole & complets responsibility of the reaimanl & I's oulcama & safety of the pabent, and Koshika Foundation will have no rle or responsibility
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