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1) | hereby confirm that sl details in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongaing assis
liable for rejecton/cancailation.

2) | solemnly confirm that assistarca, f recalved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assé
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for which this assistance Is requested, :r*g
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AGREEMENT by APPLICANT (see 0 w01)

1) By aflising my signature or thumb Impresslon on this Form, | (Applicant) heraby agroe & authorise Koshika Foundation and It's Trusises io

use/publishiput-upireproduce my name, address, pholo & detalls of the "purpose’, for which such assistance ls requestedigranted, through any

medium, including but not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andior disseminating Information about it's

activities/achievements. Such use of my photo & details can be mads by Koshika Foundation before or aftar my treatment or fulfiiment of the “purpose”

for which assistance is being requested
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AGREEMENT by HOSPITAL (wrmm T wiR)

By affixing hereunder, signature of our Authorised Slgnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & accapt following:
1) that we nelther are presently nor will in future avall of financlal assistance from angther NGO or any other source, for the same patient/icase, as we are
requesting to gel from Koshika Foundafion, to the extent that such sssistance |s granted by Koshika Foundation. If the requesied assistance is not grantad
by Koshika Foundation, in part or In full, then the Hospital reserves it's right o make up the shorifall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any ather sourca.
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