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1) | herety confirm that all detalls in this Form are True o the best of my knowledge, Any false statement will render my Application & ongoing assistance, |f any,
limble for rejactionfcanceliation.

2) | solemndy confimm fhat sssistence, [f received from Koshika Foundation, wifl be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me
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far which this assistance &5 requestad

1) & i woe o fie e e 6 Ted ont ot e S e o s o wdt bl sl e o s s o s & & S e Proe o) = e 4

2) # pe w we oy e weeee”, 8 W owood B, T Tmin wh wh o off @ fad fem i, W owowew F qo o &

1) & ofe wom o e o weren B o i o 4, o oW s w owew T Pt s s fesdle werl B 9 A e d sl SR A ol
AGREEMENT by APPLICANT (sws o 57)

1) By affixing my signalure or thumb impression on this Form, | (Applicant) hiereby agree & authorise Koshika Foundalion and It's Trustees to

usafpublishiput-upireproduce my nama, sddress. photo & datails of the “purpase”, for which such assistance is requested/granted, through any

medium, including bt not limited to verbal, prink. electronic, for soliciting donations for Koshika Foundation andfor disseminating information about It's

aciivitles/achievements, Such uzo ol my photo & detalle can be made by Koshika Foundalion belore or after my lreatment or fulfiiment of the "purpose”
for which assistance is being requestad.

21 | (Applicant) further agred that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance is regquested’granted,
will ot Bulomatically entille me for recelving of conlinuing the said assistance. The decision lor granting end/or confinuing the assisiance will resl solaly
with tha Truatess of Koshika Foundation, and thelr decision is this regard will be final and acoepiable to me.
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AGREEMENT by HOBPITAL (W g =1m)
By afllxing hereunder, signature of our Authorised Signatory for recommending ihis case/patient for financial assistance from Koshika Foundation, we
{Hoepital) hareby affirm & accept follewing:
1} it we nelther are presently nor will in future svail of financiel asslsiance from another NGO or any other source, for the same patleni/case, as we are
requasting to gal from Koshike Foundation, 1o the extent that such assisiance is granted by Koshika Foundation. If the requosted sssiatsrca 8 not granted
tyy Koshika Foundation, in part or n full, then the Hospital reserves It's right 1o make up the sharifall from another NGO or any other source. This
confirmation essenilally stales thal the Hospital will not svall any duplicale assistance for the sama palienticass from any other NGO or any other sourcs.
2) The assistance from Koshika Foundation |s only financial in nature. The cholce of the treatment/procedure advised/conductad by the Hospital an the
patient, s banad on the arangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation, Henca, the Hospital will

assume sole & complele responsibility of the treatment & ii's outcome & safely of the patient, and Koshiks Foundation will have no role or responsibility
in the matier,
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