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1) | hereby confirm that all detals in this Form are True 1o the bes! of my knowiedge. Any fatse statement will render my Application & ongosng assistance, i any,
linbée for rejection/cancel|ation,

2} | solemnly confirm that sssistance, |f recelved from Koshika Foundation, will b2 used only for the “purpose’, #s stated in this Form, for which such assistance
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1) By aflxing my signature or thumb impression on this Form, | (Applicant) hereby agree & sulhorise Koshika Foundation and II's Trustees 1o

use/putish/put-up/reproduce my name, addross, pholo & detalls of ihe *purpose”, for which such asgistance is reguested/granted. through any

megium, including bul rat imited 1o verbal, prinl, electronic, for stliclling donations for Koshika Foundation andfor dissaminating mformation aboul iI's

activities/nchivamants. Such use of my pholo & cetalls can be made by Keshike Foundation before or after my teatment o fulfiment of the “purpase”
for which assistanca s being roquesiod '

2) | (Applicant) luther agree that any such use of my name, address, pholo & details of the “purpese”. for which such assisiance is requasiod/granted,
will not aulomatically enttle ma for receiving or conlinuing the said assistance. The decision for granting andior continuing the sssistance will rest solety
wilh Ihe Trusteds of Koshike Foundalion, and nair decision is this regeed will be final snd accepiabia to me.
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AGREEMENT by HOSPITAL | ¥+ =T &7 T)
By affuing hefeundey, signature of our Authensed Signatory for recammending thes case/patient for financial assistance from Koshika Foundation, we
(Hewpital) hereby affirm & aceept following:
1) that wos elthir are presintly noe will in fuliee avil of lnancipl assistance from another NGO or any offer source, for the same patienticase, as we ana
requesing o gel from Koshika Foundation, o the extent that such assistance is grantod by Koshika . I Ihe requested assistance is nol granied
by Koshika Founhdathon, in pant or s full, then the Hospital reserves [1's nglv 1o make up the shartfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicats sssistance for the same petientcase from any other NGO or any olhir source,
2) The assistance irom Koshlka Feundation is anly financial in nature. The chalce of the treatment/procedure advised/conducted by the Haspital on the
patunt, s based on the arangement between the patient & the Hospital, and is in no way influanced by Koshika Foundation. Hence, the Hospital will

irssumie sole & complete responsibiily of the beatmant & I's oulcome & salety of the patlent, and Koshike Foundation will have no rols or responsblity
Im the matter,
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