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1) 1 harety confiem that sl detads in this Form ame True to the best ol my knowledge. Ay false statement will render my Application & ongoing assistance, I sy,
liable for pejectionicancedlstion.

2) | molemniy confirm fhal sssistance. if recelvied from Koshia Foundation. will be used only for the “plipose”. as staled in this Form._ for which such aesistancs

was requesied by me
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1) By affiskng my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Founaation and t's Trostees to

uia/publish/put-up/reproduce my name, Bddress, photo & dotails of e "purpose”, for which such assistance is requesied/granted. Mrough nny

médium, including bul not limited 10 verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or deseminating information about if's

acivilles/achievements. Such use of my pholo & details can be made by Hoshika Foundation before or after my treatment o fulfliment of the “purpose”

for which assisiance 5 being requested.

2) | {Applicant) further agres that any such use of my nama, address, photo & detais of the “purposs”, for which such assislance is requestodigranted,

will nat automatically entile me for recelving of contimuing the sald s=sistance. The decision for granting andlor continuing the sssistance will rest solely
with the Trustess of Koshika Foundation, and thair decleion i this regard will ba lnal and acceptable (o me.
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AGREEMENT by HOSPITAL (wms U %u1)

By affixing hereunder, signatuce of ot Authorsed Sighadory for recommending this case’palient for inancial essistance from Koshisa Foundation, we
[Hospitar) harety affrm & sccept jollowing:

1) that we néither ame presently nor will in futune avell of fimancial assistance from another NGO or any other source. for the same pationt'case, is we ane
reguesting to get (rom Koshika Foundation, 1o the exent thal such assistance s granied Dy Koshika Foundalion. If the requestsd assistance i nal granied
by Koshika Foundation, in par or in full, then the Hospital reserves i's right to make up the shortfall from another NGO or any other source. This
confirmation essanlialy ststes that the Hospital will not @vail any duplicate sssistancs Tor the same patient/casa from any other NGO or sy other source
2) The sssistence from Koshiks Foundation s only fnancial in nalure. The cholce of the treatmeni/procedure advised/conducied by fhe Hospital on the
patienl, is based on the srangemsnt betwesn the patient & the Hospital, snd i in no way influenced by Koshika Foundation. Hance. the Hospital wil
assume sole & complale responsibiity of the treatment & It's outcome & safely of the patient, and Koshiks Foundation will have no mis o responsisility
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