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1) | hereby confirm mat &4 detads in this Form are True 1o the bes! of my knowledge. Any false statement will render my Application & ongoing assistance. i any,
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2}t solemnly confirm that assistance. (f eceived from Koshika Faundation, will be used only for the “purpose”. as stated in this Form. for which such assistance
wiank requesied by me
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AGREEMENT by APPLIGANT (st g %)

1) By afizing my signature or ihumb Impression on this Form, | (Applicant) heraby agree A sulhorse Koshika Foundaton and if's Trustees o
usa!pubbshipul-upfraproduce my name, address, photo & details of the “purpose”, for which such assistanos is requested/granted, through any
medium, including but not limited to verbal, prinl. slectronic, for soficlting donations for Koshika Foundation andior disseminating information about it's

sctivilies/achlevements. Such use of my photo & delads can ba made by Koshika Foundalion belate or afier my reatmenl of fulfémant of the “purpose
for which assistance i belng requestod.

23 1 (Applicant) further agree that any such use of my name, addiess, pholo & detulls of th “purpose”, for which such assistance |s requesiad/granted,
will not sulomatically anfitle me for receiving or continuing the said assistance. The decision for granting andlor continuing the sssistance will rest soisly
with (e Trustees of Koshike Foundation, and Iheir dacision i Ih regard will bis Bnal and sccopiable o me
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AGREEMENT by HOSPITAL (wesme gio Wi}

By affaing hersunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance fram Koshika Foundation, we
{Haospital) hersby affirm & accept lollowing:

1) that we neither sre grasontly nor will In future avall of finencls essistance from anofher NGO of any other source, for ihe same pallanticass, as we are
requesting 1o get from Koshika Foundation, to the extent that such gssistance is granted by Koshika Foundation, If the requested assstance is not granted
by Koshika Foundation, in part or in full, then the Hospial reserves IUs right to make up ihe shortfall from anciher NGO or any ofher source. This
confirmation essentially states that tha Hospital will not avedl any duplicate assistance for the same patienticase from any cther NGO or any other source.
7) The assistance from Koshika Foundation is only financial in nature. The cholee of the irestmentiprocedure advised/conduciod by the Hoapital on the
patieni, is based on the arrangement batween the patient & the Hospital, and s in no way influsncad by Koshike Foundation. Hence, the Hodpstal will

pesume sols & complete respanuibilily of the treatment & II's outcome & safety of the patlert, and Koshika Foundation will have na rola or respansibility
in the matizr.
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