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1} | hereby confirm that all datads in this Form are True to the best of my knowledge. Any false statemant will rendar my Application & angoing assistance. if any,
fiable for rejection/cancefiaton,

21| soiemaly confinm thet essistance. If recoived from Koshika Foundation, will be used only for ihe *purposa®, s stated in this Form, for which such assistance
was requesied by me
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1) By affiing my sigrature or thumb impression on this Farm, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trustees to
uselpublishiput-up/teproduce my name, address, phota & detalls of the “purpose”, lor which such assistance |s requested/granted. through any

medium, inclading bul not limiled to vedsal, print, eloctronic, for soliciting donations for Keshika Foundation andior dissaminating Information about It's

aclivites/achisvemonts, Such use of my phato & detalls can be made by Koshika Foundation before or after my freatmant or fulfimant of the “purpose”
far which assistance Is being requested
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will not automaticatly enfitts me for receiving o continuing the sald essistance, The decision lor granting andier confinuing the assistance will rest solely
with he Trusizes of Koshika Foundation, and thalr decision is this regard will be final snd accepiable to me.
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AGREEMENT by HOSPITAL (wwmm g wm)
By affiving hereundee, signature of our Authorisad Signatory for recommeanding this casefpatient for financial assistance from Koshika Foundation, we
{Haspital) heraby affirm & accept following:
1) that we nelthir gre presently nor will in future avail of finanoial asststance fram another NGO or any other source, for (he sama palient/cose, B8 we Gra
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. if the requested assistance is not graniasd
by Koshika Foundation, in par or in full, then the Hospllal reserves it's right to make up the shortfell from another NGO or any other source, This
confirmation esseniially states that the Hospltal will not avall any duplicate assistance for tha sama patieni/casa from any othsr NGO or sny other source.
2) The assistence from Keshika Foundation is only finencial in nature. The choige of the freatment/procedure advised/conducted by the Hosgital on the
patiant, is basad on the arrangement batwesn the patient & the Hospital, and fs In ne way influenced by Koshika Foundation, Hence, the Hospltal will

‘assume sole & complete responsibility of the treatment & if's outcome & safaty of ihe patient, and Koshika Foundation will have no role or responsibility
in the matler,
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