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1) | heneby confitm that all details in this Form are True to the best of my knowledge. Any false stalemant will rencir my Application & engolng susistance, i m‘
liable for rejectionicanceliabon.

2} 1 solemnly confirm that asatstance, || received from Koshika Foundation, will be used only for the “purpose”. a8 staled i this Form, for which such assistancs

wis roguesioed by me.
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1) By affixing my signature or thumb improssion on this Form, | (Applicant) hereby agres & authorise Koshika Foundafion and it's Trusloes to
usefpubinhiput-upireproduce my name, addiess, photo & datails of the "purpose’, for which slich assistance Is requested/granied, through any
mesdium, inclsding bul not limited o verbal, prink, elactronic, tor sollcling donalions for Moshika Faundation andior disseminaling tnformation sbout i's
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wilh the Trustees of Koshika Foundahon, and thaer decision ia this regard will ba final and scceplable to me
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AGREEMENT by HOSPITAL (w=ma §o %)
By affuing heroundar, signature of oul Autharsed Sigaalory fof roommanding this casaipallent for faancial assistance from Koshika Foundation, we
{Hospital) heraby affirm & accept foliowing:
1) thil wa nedthisr s proently nar will in liturs avall of linancial ssssstoncs from anolfher NGO or any othar source, for the same palisnlicass, ns wo o
requasting to get from Koshika Foundation, to the extent that such assistanca is granted by Koshika Foundation, I the requested assistance & not grantad
by b Foundation. in par o in full, (hen the Hosplial resssves 08 right to make up the shortfall from anolher NGO o any slher sourcs, This
confirmation essentially states that the Hospital will not avail any dupiicate assistance for he ssme patienticase from any other NGO or any other source
2| The assistance from Konhika Faundation is only financial in nature. The chelte of ihe treatmanUprecedurs pdvised/condloled by the Hospltal on the
patiant, is hased on lhe arangemant between the patien! & the Hospital, and is in no way influenced by Koshiks Foundation. Henca, the Hospial will
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