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111 hereby confirm Mat & details in ihis Form are True 1o the bast of my knowledge. Any falee stalement will render my Agplication & angoing sssistance, d any,

2) 1 solemnly confirm that assintance, |f received from Koshika Foundation, will be used only for the “purposa”, s stated in this Form, lor which such sssisiance
Wil reguested by ma.
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1) By affixing my signature of thumb Impression on Lhis Form, | (Applicant) haraby agres & authoriss Koshika Foundation and (1S Trusiees o
use/publishiput-upreproduce my name, sddress, phato & datalls of the “purpase”, for which such assistance is fequested/granted, through any
medium, including bul not limited 1o verbal, print, electranic. for salicling donations lor Koshika Foundation sndfor disseminaling infarmation sbeut Its
acikilina/achievamants. Such use of my photo & details can be mada by Koshike Foundalion balote of after my ireaimant or fufiiment of the “purpose”
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AGREEMENT by HOSPITAL (v gm0 ®IT)

By affiuing hereunder, signature of our Authorised Signalory for recommaending this case/patient for financial assistance from Koshika Foundation. we
{Hospital) herety affirm & acoepl following:

1) thast we neithar are presently nos will in future avall of financlal snsistance from ancther NGO of any other source, for the ssme patianticase. s we ale
requesting to get from Koshiks Foundation, to the sxtent that such assistance is granted by Koshika Foundation, If the requested asssstance fs not granied
by Koshika Foundalion. in part or in ful, ihen the Hospital reserves (s right to make up the shorfall from another NGO or any other source. This
confirmation essentially states that the Hospétal will not avail any duplicate assistance for the sama patient/case from any other NGO or any other source.
2} Thie masistance from Moshika Foundation is only financial in palure. Thie cholce of the irealmant/procedure advised/conducied by the Haapital on the
patiant, is based on the arangement betwesn the patient & the Hospital, and ie in no way influenced by Koshika Foundation. Hence, the Hospital wil
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in the matter.
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