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1) | hareby confirm that all detalls in this Form are True 10 the bast of my knowledge. Any false staternant wil rander my Application & ongolng assistance, i any,
liabls for redaction/cancellation

2} | sodemnly confirm that assistence, if recelved from Koshike Foundation, will be usad only for the “purpose”, os staled In ihis Form, for which such assistance
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AGREEMENT by APPLICANT {saee g 1)

1) By affixeng my signature or thumb impression on this Form, | [Applicant) heroby agree & authorise Koshika Foundation and Ii's Trustees in

usel publish/pul-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted, through any
medium, including but ot iimited fo verbal, print, electronie, for soliciting donations for Koshika Foundation and/or disseminating infarmation abaut It's
activiislachiovemeants. Such use of my photo & details can be made by Koshika Foundation bolore or after my treatment o fullliment of the “purposa”
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with the Trustees of Koshika Foundation, and their decision is Ihis regard will be final and sccepable o me
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AGREEMENT by HOSPITAL (WFmmm B W)

By affixing hareunder, signatum of our Authorised Signatory for recommeniding this casa/patient for financial assistance from Koshika Foundation, wa
{Hospital) heraby affirm & accept following.

1) thot we reithsr are presently ndr will in futurs avall of financial sssistance from anather NGO or any other saurca, for the sams patient/tase, 85 we ars
requesting to get from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation. if the requested assisianos s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves iU's right (o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the sama patient/case from any other NGO o any other source
2} The assistance fram Keshika Foundation s only financial in nature. The choice of the treatment/procedurs advised/conducted by the Hospital on tha
pastiant, in based on the arrangement betwesn the patient & the Hospital, and | in no way influenced by Koshika Foundation. Hence, the Hospital will
pEsume sole & complete responsibiity of the frestment & it's outcoms & salety of the patiant, snd Koshika Foundsalion will have no role ar respansibiilty
Iny the matter,
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