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1) | haraby confirm that all detads in this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing aseistance, if any,
lizble for rejectionfcancediation.

2) | solemnly confirm hat assistance, if meoslved from Koshika Foundation, will be used enly for the “purpose”, as stated in this Form, for which such essistance
was requesind by me
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1} By affixing my signatura or thumb impression on this Form, | {Applicant) hereby agres & suthorise Koshika Foundation and it's Trusiess 1o
usaipublishipul-uplreproduce my name, sddress. photo & dedalls of the “purpose”, for which such assistance is requested/granted, through any
medium, Including but not limited 1o verbal, print, electronic, for soliciing donations for Koshika Foundation andior disseminating Information about It's
aciivillesiachievemenis. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment oe fulfiiment of the “purposs”
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20 | (Applicant) further agrea that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance i reguastedigranted,
will not automatically entitle me for receiving or confinuing the said assistance. The decision for graniing andior continuing the assistance will resi solely
with the Trustees of Koshika Foundation, and their decision i this regard will be final and acceptabie lo me.
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AGREEMENT by HOSPITAL (wemm ga %)
By affixing hareunder, signature of our Aulhorised Signatory for recommanding this casa/patient for financlal assistance from Koshika Foundalion, we
(Hosplial) hereby affirm & accept lallowing:
11 that we nelther are prasantly nos wil in future avail of financial asststance from anolher NGO ar any other source, for the same paflenticase, os we are
requesting io gel from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation, If the requested assistanca is nol granted
by Koshiks Foundation, in gart or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation eseanlially stetes that the Hospiial will not avall any duplicate assistance for the same patient/cass fram any olher NGO or any other soums.
2} The assistance from Moshika Foundation s only financial in nature. The choice of the treatmant/procedure advised/canduciad by the Hospital on the
patiant, is basad on the srrangement batwean ihe patlant & the Hospital, and is In no way Influsnced by Koshiks Foundation. Henca, the Hoepltal will

sssume solo & complete rezponaibillty of the irealmant & W'e outcome & salety of the patient, snd Koshiks Foundation will have no rola or responsibllity
in e matter.
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