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1) | hsrebyy condirm ihal sl details in this Form are True (o the best of my knowledge. Any false stnlement will rendes my Application & ongaing asslstance, if any,
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AGREEMENT by APPLICANT (s 51 77)

1) By affixing my signature or Sumb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundafion and its Trusiees to
use/publsh/put-up/reproduce my name, addrans, photo & detalls of the “purpose”, for which such assistance Is requested/granted, through any
medium, inoluding but Aot limided 1o vertal, prnt, slsctronic, Yor salicifing donations fof Kashia Foundation andlor disseminating infofmation about il's
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with the Trustess of Koshika “oundation, and their decision is this regard will ba final and accepiable to me
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By affixing heraunder, signatue of our Authorised Signatory lor recommanding this casalpalient for financial asskstance from Koshika Foundaton, we
(Hospital) hereby affirm & accep! following:

11 that we neither sra pressntly nos will in future svall of finenclil assistance from another NGO or any other source, lor The samn patienticase, ps we are
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confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patisnticase from any othar NGO or any other source.
2] The assistance from Koshika Foundation is only financial in nature. The cholce of the irestment/procedure advised/conducted by the Haspital on he
patient, is based on the armengement betwasn the patisnt & the Hospital, and |s in no wayy influenced by Koshika Foundation, Hence, the Honpital will

amnsumae solo & complote responsibilily of the troatmant & IU's outcoma & safely of the patient, and Koshiks Foundation will hivve ne robs o responaitity
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