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1) | Hareby confim thal all details in inls Form are Troe Lo Ihe best of my knowledga. Any false statement will render my Appiication & ongaing nssista
liabie for reection/cancellation.

21 | sohemnly confirm that assistance, If recoived from Koshika Foundation, will be used only for the “purposs”, as slated in this Form, for which such pa
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AGREEMENT by APPLICANT (sts g 01)

1) By sffixing my sisnature or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundalion and It's Trustees o
wsalpublehpul-upireproducs my name, address, photo & detalls of the "purpose”, for which such sssistance ks requestedigranted, through any
medium, including but nol limited 1o verbal, print, slecironic, for soliciting donations for Koshika Foundation and/or disseminating information aboul if's
pciivilins/achigvemsnis. Such use of my photo & details can be made by Koshika Foundation Before or after my trestment or huifliment of the “purpose’
for which assistance is being mguesied
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will ot sutomaticaily antille me for recering or continuing the said assistance. Thae dadision for granting and/or continuing the assistance will res| solely
witht the Trusiees of Koshika Foundation, and their decision Is this regard will be final snd noceplable to me.
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AGREEMENT by HOSPITAL (wewms @0 i)

By alfizing heraunder, signature of our Authorised Signatory for recommending this casepatient for financial sssistance from Koshia Foundation, we'
{(Hoapina!) hereby atirm & accept lallowing:

1) that wa nelther sre pregently nor will in future avail of financis! assistance from another NGO or any ofher source, for the same patienticase. as we ane
requesting 1o get from Koshika Foundation, 1o the extent that such assistance i granied by Koahika Foundation. If the requested assistance i not granted
by Koshiks Foundation, in part or in full, then the Hospital reserves it's right fo make up the shorfall from another NGO or any ather sourca, This
confirmalion essentially states that the Hospital will not avedl any duplicate asslstance for the same patient/cese from any other NGO or any other source.
71 Tha assistance from Koshika Foundation is only financial in natura. The choice of the reatmentprocedurs advisad/condusted by the Hospita!l on the
patlert, is based on the srrangement between the patient 4 the Hospital, and is in no way influsnced by Koshika Foundation. Honca. this Hospdtal will
assume 5ok & complels responsibility of the treatment & il's oulcoms & safety of the patient, and Koshika Foundation will have no role or responssality
i L Pnalied.
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