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1) | hesedy confirm that all detalls in this Form are Trus Io the best of my knowiedgs. Any false stalemient will render my Application & onging assistance, it any,
[kabie for rjscionicanceliation.

2} | solemnty confirm that asststance, if recebved from Woshika Foundstion, will ba used pnly for the “purpose’, ag stated in this Form, for which such assistance
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AGREEMENT by APPLICANT (smits 5 %)

1) By affizing my signature ar thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and it's Trusiees (o
use/publishipui-up/reproduce my name, address, phato & details of the “purposse”, for which such assistance is requestedigranted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information about it's
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will et mutematically antitls me for recelving or continuing the said assistance. Tha decision for granting and/or continuing the sssistance will rest solsly
wihh the Trustees of Koshika Foundation, and their decision is this regard will ba final and acceplable o me
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AGREEMENT by HOSPITAL (weqam BM WiR)
By affixing hereunder, signature of our Authorised Signatary for recommaending Ihis caselpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccept following:
1) that we neither are presently nor will In future avall of financial sssistance from another NGO or any othar source, for the samae patient/case, as we are
requesting o gel from Koshika Foundation, 1o the extanl that such assislance {8 granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves i's rght to make up the shortfall from another NGO or any other source. This
confirmation essentinlly steies that the Hospital will not avail any duplicate assistance for the same patienticase from any othar NGO or any othar source
2) The assistance from Koshika Foundation is only financial in nature, Tha choice of the treatmentiprocedure adwisedfoonducted by the Hospital on the
pafient, in based on the arangament belween the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence. the Hospital will
asaume sole & complele responsibiity of the treatment & it's outcomes & ssfety of the patient, and Koshika Foundation will have no rols or responsibiiity
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