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1) | hereby confirm that sl datalls In this Form are Tre to the best of my knowledgs. Any lalse statement will rander my Application & ongolng assistance, if any,
lishie for rejection/canceiation.

2} | solemnly confirm that assistance, if recetved from Roahika Foundation, will be used ondy for the “purposes’, as statad in this Form, for which such assistance
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1] By affizing my sigralure or thumb impression on this Form, | {Applicant) kereby sgree & aulhorise Koshika Foundation and it's Trusiees to
usa'publishiput-up/reproduce my name, eddress, photo & details of the “purpose”, for which such assistance (s requested/granted, through any
meedium, Including but net limited 1o verbal, print, alecironle, for seliciling donations fof Koshika Foundation and/or disseminating information about s
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AGREEMENT by HOSPITAL (%o g sum)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/pattent for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & scoept following:
1) that we neither are prasenily nor will in fulure avall of financial assislance from anofher NGO or any other source, for the sama patlentcase, as we are
raquesting e gat from Koshika Foundation, to the silent (hat such asgistance ie grantad by Koshika Foundation. If the requested essistanca (s pol granted
by Koshika Foundation, in part or in full, then the Hospilal resarves it's right 1o make up the sharifall from ancther NGO or any other sourca. This
confirmation essentially states thot the Hospital will not avall any duplicate assistance for the same patlent/case from sny other NGO or any othar source.
2] The assistance from Koehika Foundation is only financial In nature. The choice of the tneatment/procedure advised/conductad by the Hospital on the
pallent, is besed on the arrangement between the patient & the Hospilal, and i in no way influsncad by Koshika Foundalion. Hanca, the Hospital will

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