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1) | heredy canfirm thal all details in this Form are True (o ihe best of my knowledge, Any false statement will render my Application & engoing @ssistance, f any,
ligbis for rejection/cancaliation,

2} | salemnly conflim that assistance, if received from Koshika Foundation, will be Used only lor the *purpose”, as stated in this Form. for whech such assistance
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1) By affixing my ‘signatute or Ihumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees 1o

usa/publish/put-up/reproduce my name, address, photo & delails of the “purpose”, for which such assistance is requestedigranted, through any

medium, Including but rol fimited 1o verbal, print, electronic, fof soliciting donaticns for Koshika Foundation and/or disseminating information ebaul it's

petivities/achisvemanis. Such usa of my photo & details can be mage by Koshika Foundation belore or after my treatment or fulfilmant of the “purpasa”
for which assistance s belng requesied
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will rot automatically entie me for receiving or contimuing the said assistance. The decision for granting and/or continuing the assistance wil rest sololy
with the Trustees of Koshika Foundation, and their declsion is this regard will be final and accaptable o me.
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AGREEMENT by HOSPITAL (Wemm M %)
By affiging hereunder, signalure of our Authorised Signatory for recommeriding this casal/patient for financial assistance from Koshia Foundation, we
[Hospital) hersby affirn & sccept following:
1] that we nelther s pragently por will in future svail of finencial Bssistance from another NGO or any other soure, for the same patienticase, as we are
raguesting o gat from Koshika Foundation, to the extent that such assistance ls granted by Koshikes Foundation. If the requasted assistanca (s not granted
by Keshika Foundation, in pan or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other soures. This
confirmation essentlally states that the Hospitel will not avall amy duplicale assistance for the same patient/case from any athar NGO or any othar source,
2] The assistance from Koshika Foundaticn i& only financial In nalure. The choice of the teatment/procedurs advised/oonductad by the Haspitsl on the
pattant, is based on the amangemant betwaeen the patlent & the Hospital, and 8 In no way Influenced by Koshike Foundation. Henca, the Hoapital wil
assume sole & completa responsibility of the treatmant & it's cutcoma & safety of the patient, and Koshika Foundation will have no role or respansibility
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