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1) | heeedyy confirm that all dotads in this Form ars True to the best of my knowledge. Any false statament will render my Application & ongoing assistance, f any,
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1) By affiaing my signature or thumb impression on this Form, | (Applicant) herety sgres & authorise Koshika Foundation and It's Trustess

usepubish/put-upireprodyce my neme, address, photo & detais of the "purpese”, for which such assistance is reguestedigranied, through any

misdum, ncluding tut nol lmited 1o verbal, print, electronic, for soliciting donatians for Keshika Foundation end/for disseminating information about it's

acindtiesiachisvements. Such use of my pholo & defails can be mada by Hoshika Foundation befors or after my reatmant ar fuifilmenl of the ‘purposs”
for which assistanos is being requesied,

2) | {Applcant) further agree that any such use of my name, address, photo & delafis of the “purpose”, for which such sssistance s requesied/granted,
will nal mutomabically entitie me lor recalving o conlinuing the sald asaistance. The declsion for granting sndior continuing the ssistance will rest solaly
with tha Trustees of Koshika Foundation, and their dacision is thig regarsd will be final and acceplabia o me. '
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AGREEMENT by HOSPITAL (wamms go &)

By affiong hersunder, signature of our Authonsed Sgnatary for recommending this caselprtient for financial assistance from Koshika Foundation, we
[Hespital) horaby 8Mim & scoep! Tollowing:

1) that we neither are presently nor will in future avail of finandial assislance from another NGO or any other source, for the same paliant/case, Bs we are
raguesting 1o gl from Koshiks Foundation, to the sxtent that such sssistance (s granted by Koshika Foundation, If the requestad assistance (s not grantad
by Koshika Foundation, o part or in full, then the Hospital reserves it's ight to maks up the shartfall from another NGO or any other source. This
confimaton ssssntially stales that the Hospital wil not svall any duplicate assistance lor the same patient/case from any oiher NGO or any othat source,
2) The assistance from Koshika Foundabon is only financial in nature, The cholce of the reatmentiprocedurs advisediconducted by the Hospital on the
patierl, s hasad on the arrangement betwesn the patient & the Hoapital, and ls in no way influsnced by Koshike Foundation, Hence, the Hespital will

assume sole & complets responsibility of the teatmant & it's outcome & safety of the patient, and Koshika Foundstion will have no role or responsibllity
ifi e mmatier.
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