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1) | hereby confirm that all dotails in this Form are True 1o the best of my knowlndge. Ay false statement wil tander ry Application & ongaing assstance, il any,
|l Tor rejection‘cancefiation.

2) | salomnly sonfirm hal assistance, ¥ received from Koshika Foundation, will be used only for the *purposs”, as stated in this Form, for which such assistance

was raguesied by me
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AGREEMENT by APPLICANT (syies D7 %01)

1) By affixing my signalune of thumb mmpeession on Mis Form, | (Applicant) hereby sgreo & authorise Koshika Foundation and it's Tnstess 1o
usefpubiish/pul-upfreproduce mmy name, sddress, photo & detads of the “purpese”, lor which such assislance is requested’grantsd, through any
medium, inclusing but nal imited Lo verbal, prinl, slactronic, for soliciling donations tad Koshila Foundalion and/or dissaminaling information aboul IU's
acfivitiesfachisvements. Such use of my photo & details can be made by Koshika Foundation bafore or after my treatment or fulfiiment of the “purposs”
for which assistance s being requested.

2) | (Applicant) further sgrea that any such use of my nama, address, photo & detsils of the “purpose”, for which such assistancs |8 requested/granted,
will nat suiomatically entitle me for receiving or conlinuing the said sssistange. The decision for granting andior continuing the aasistance will rest soiely
with the Trustews of Koshiua Foundation, and thalf decision ik this regard will be final and acceptable to me
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By affixing hereunder, signature of our Autharised Signalory for recommanding this cass/patient far Bnancial assistance from Kodhika Foundation, we
{Hospital} heveby affirm & accept following:

1) that we neitter am presently nor will in futues svail of Bnancial issislance from anolher NGO of any other source, lor the sama patientciase, is we ofe
requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Komhilas Fensdation, i part ar in full, then the Hospitsl rserves ICs right 1o make up the shortiell from another NGO or any oiher acurce, This
confirmation ecsenfially states that the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO or any other source
2) The assistance from Koshika Foundation in only finarcial in nature, Tho choice of the reatmonliprocedure sdvised/oonducted by the Hoaplal on the
patienl, s based on the erangament betwsen the patient & the Hospital, and bs In no way Influenced by Koshika Foundation. Hance. the Hospital will

nl;:m sofo & complete responsibiity of the treatment & it's cutcome & sofaly of the patient, and Kashika Faundation will have no roli or responaiblity
" maner.
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