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1) | heraby confirm that 8l details In this Form are True o the best of my knowladge, Any false stalement will render my Application & ongolng assistance, If any,
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2} | solemnty confirm that assistance, If recelvied from Koshika Foundation, will be usad anly for the “purpose’, o stated in this Form, for which such assistance
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1) By affixing my signalure or humb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
usa/publish/pul-up/reproduce my name, addrass, photo & details of the “purpose”, for which such sssistance is requestedigranted, through any

mediam, inchuding but not lmited o verbal, print, electronis, for sciiciing donations for Koshika Foundation and/or disseminating information about i's

acivitles/achievements. Such use of my pholo & detsdls can ba made by Koshika Foundation balare or after my treatmant or fulfilment of the “purpose”
for which assisiance is baing requested.

2) 1 (Applicant) further agree thet any such uee of my name, address, photo & datails of the “purpose”, Tor which such assistance is requestodigranted,
will nol automalically antitie me for receiving or continuing the said assistance. The daclsion lor granling and'or continuing the essistance will rest ablsty
with the Trustees of Koshika Foundation, and their decision ia this regard will be final and scoeptable to me.
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AGREEMENT by HOSPITAL (w¥enme ¥m %)

By affiaing hereunder, sigralure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hosphtsl) hereby affirm & accept follewing:

17 thit we nelier are presently nor will in future svall of financiel asslslance from another NGO or any other source, for the ssme pafieni/case, s we Bre
requisting to gl Irom Koshike Foundation, fo the esxdant that such assistance i granted by Koshika Foundation. If the requested sssistance s not granted
by Koshixa Foundation, In part or In full, then the Hospltal reserves Its right 1o make up tha shortfall from another NGO or any ather source. This
confirmation essanliafly stales that the Hospital will not avail any duplicale assistance for the sama patienticass from any olther NGO or any othar souice.
2) The assistance from Koshika Foundation |s only fingncial in nature. The cheoioe of the treatment/procedure advised/conducied by the Hospital on the
patient, is basad on the arangemsnt between the patient & the Hospital, end s in no way influenced by Koshiks Foundation. Henca, tha Hospital will

assime sole & complsis respansibilty of the treatment & Il's outcome & safety of tha patlent, and Koshiks Foundation will have no role or responaibiiity
in tne miatier.
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