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11 1 herety canfirm that all detalls in this Form are Tiug o the best bl my Knowledge Ay false slaternont will render my Apphcation & ongoing assistance,
itabia for reection/cancetiation

2) 1 salemnly confinm that assistance, o receivied from Koshika Foundation, will be uted cnly for [he “purpose”, as-2tatad in this Farm, for which such BEgEAn,

wad requesied by ma: \
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1) By altlsing my sigrature o thumb impression on this Farm, § Applicant) herehy agrae & aulhoriso Koshika Foundation and i's Trushies 1o
yspipublish/pul-uplreproduce my name; address, photo & details of the “purpose”, for which such:assislance s requested granted, through any
miedium, including busl not lmited 1o verbal, print, electronic, for seliciling denations for Koshika Foundation andior disseminaling Information about Il's
aghvilien/achiovemants. Such use of my photo & detalls can be made by Keshika Foundation before o after my treatment of lulfilmaont of the "purposa”
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AGREEMENT by HOSPITAL (T B ¥70)

By affising herrTRaar sigratune of our Autharised Signatary for recommending this caselpalisnt for linancial assislance from Koshika Fourdalion, we
(Hempital ) ereby afirm & Gocepl (ollowing.

1) that w neither are prasthtly Hor will in future avall of inancial assitance from gnother NGO ar any other source, for the'same pelienlicass, 06 we ore
refuesting to get from Koshika Foundation, (o the exten thot such assistance s granted by Koahika Foundatlan, If the requested assistance s nol granied
by Koshie Foundation, n part or in full, thien the Hospltal reserves 1's rght to make up thi shartfall from another NGO or any othir saurce. This
confirmation esusntially stales that the Hospital will not avail any duplicate assistance for Ine sama patienticasa from any other NGO or any othar sourncs,
7 The aswistance from Koshika Foundation is anly financial in natura. The choice of the treatment/procedurs stivisadiconducted by the Hospital on the
patient. is based on the arangemant bisbween thir patient & the Hospital, and is 0 no woy influsnced by Koshika Foundation, Hence, the Hospital will

assuma sole & complete responsibility of the treatmant & it's outcome & sately of the patient, and Kashika Foundation will have no rla or responsibility
It the mattar.
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