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1) | hesrebry confirm that all details in this Form ere True to the best of my knpwiedge. Any false statzment will render my Aoplication & angoing assistance, i any,
lisble for rejection/canceliation

2) | solemnly confirm that assistance, If recalved from Koshika Foundstion, will be used oniy for the “purpose”, as stated in this Form, tor wihich such assistance
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1) By aMfixing my sigratere or thumb Impression on this Form, | (Applicant) heraby agree & authorise Koshiks Foundation and if's Trustess io

use/publishipul-up/raproduce my name, address, phato & details of the "purpose’, for which such assistance is requestedigranted, through any

madium, Including but not limied o verbal, print, electronle, for sollciing donations for Koshika Foundation and/or disseminating information about it's
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will et sutormatically enfifie me for regeiving or continuing he said assistance. The decision for granting and'or continuing the assistance will rest solaly
with the Trustees of Koshiza Foundation, and their dacision is this regard will ba final and acceplable to me
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AGREEMENT by HOSPITAL (¥=rm® M %)
By affixing hersunder, signature of our Autharised Signatory for recommending ihis case/patient for financial assistance from Koshika Foundation, wa
(Hospital) hereby affirm & acoept fullowing:
1) thal we neliher are presently nos will In fulure avall of financial assistance from another WGO or any other source, for ihe same pafientcase, as we are
raguasting o gal fom Koshika Foundation, 1o the extent that such assistance (s granted by Koshika Foundation, If the requested assistance is nol grantad
by Koshika Foundation, in pari or in full, then the Hospital reserves iU's right o maks up the shortfall from another NGO or any othwer source, This
confirmation essenfially states that the Hospital will not avall any duplicate assistance for the seme petient/case from &ny othar NGO or any othor sourcs
2} The sssistence from Koshika Foundalign is only financial In natere. The cholce of the eatmentiprocedure advised/conducted by the Hospital on the
patient, is based on the arangement batween the patient & the Hospital, and is in no way Influenced by Koshiks Foundation. Hence, the Hospital will

assume sols & camplats respanaibliity of the treatmant & I's oulcoma & safety of (ha patient, and Keshika Foundation will have no rale of responsibility
in the matter
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