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1) | beesiby confirm that all detalls in this Form are True 1o the best of my knowiedge. Any false stalement will render my Application & ongong sssistance, If any
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7} | solemnly conflim hal assistance, If received from Koshika Foundation, will be wsed only for the “purpose”, as steted in this Form, for which such ausistance
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AGREEMENT by APPLICANT (spis 2 101)

1) By affimng my signature or thumb impression on this Form, | (Applicant) hercty agree & authorise Koshika Foundation and i's Trustees o

usi/publ shipul-uplreproduce my name, address, photo & delalls of the “purpose”, for which such assstance is requestedigranted, (hrough any

madium, including but not Emited to verbal, print. electronic, for soliclting donations for Koshiks Foundation andlor disseminating information sbout it's

aclivitles/achiovemonts. Such use of my photo & details can be made by Moshika Foundation before or after my trestmant of fulfiment of the “purpose”
for which assistance i being requesied

2} | [Applicant) further agree that any such use of my name, sddress, photo & details of the "purpose”, for which such esaistance m requested/grantod,

will nat mutomatically enfitle me for receiving or continuing tha sakd assistance. The decision for granting and/or confinuing th sssistence will rest solsly
wilh the Trusises of Koshika Foundation, and thelr decision is this regard will be final angd scceplable o me
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: AGREEMENT by HOSPITAL (rermm g/ %17
By affixing hereurder, signature of our Authorised Signatory lor reoommending this cane/pationt for fimancial assistance from Koshike Foundation, we
{Hospital) hereby affiom & accept following:

1) that we paither aie presently nar will in future avad of fimancial pssistance from anolher NGO or any other source. for the same palianl/case, os \we are
requasting in get from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in par of i ful), then he Hospital reasrves (s right to make up the shortiall from ancther NGO or any. olher souros. This
confirmaton essentially states that the Hospital will not avail any duplicats assistance for the same patienticase from any other NGO or any other source
2) The assistanoe lrom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisediconducied by the Hospital an the
patient, is based on the arangement batwesn the patient & the Hospital, and i in no way Influenced by Koshika Foundation. Hence. the Hospital wil

nasuma sals & complete responalbility of the treatment & ' cutcome & safaty of the patient, and Noshika Foundation will have no role or responsibiity
in the matiar.
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