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1) | nereby confirm that all detaits in this Form are True o the best of my knowledge. Any false staterment will render my Application & ongoing assisiance, i any,
bl for rejaction/cancellation.

7) | gotemaly confirm that assistance, if recelved from Koshike Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
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1) By afliaing my signature o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and Il's Trustees to

usa/publish/pul-upiresroduce my name, address, pholo & details of the “purposa”, for which such assistance is reguested/granted, through any

medium, Including But not imited 1o verbal, print, electronic, for soliciting donations for Koshlka Foundation and/or dissaminating information aboul i's
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will mod sulomatscally entlthe me lor recelving or canlinuing the sald assistance. The decision for granting and/ar continuing the assistance will rest anlsly
with the Trustees of Kashika Foundation, and thair decigion is this regard will be (inal and acoeplable 1o me
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AGREEMENT by HOSPITAL (w&WH TR %00)

By affimng hersunder, signature of our Authorised Signatory for recommending this case/patient for financial agsistance from Koshika Foundatlan, we
{Hespital) hereby affirm & acoapt following.

1) that wa naiihar are presently nor will in future avail of financial essistance from arofher NGO of any othar source, for the sama pationt/case, a8 we ara
requesting 1o gel from Koshia Foundation, io the extent thal sich assistance i graniad by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in hull, then the Haspital reserves s right 1o make up the shortfall from another NGO or any other source. This
confirmmation essentally statws thal the Hoapital will not avail any duplicate assistance for the same palienticasa from any ather NGO or @ny other sourcs
2) The assistance from Koshika Foundation is only financial in nature, The cheice of the irestment/pracedure advised/conducted by the Hospital on the
patianl, |s basad on the arangemant batween tha patienl & the Hospital, and is In no way influencad by Koshiks Foundation. Hence, the Hospital will
assUme sole & complets responsibility of the trestment & II's outcome & safaly of the patient. end Koshika Foundation will have no role or responsibility
irn the rmatter.
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