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1) | heraby confinm that 3l details in this Form asa Trup 1o the best of my knowlodge. Any falss stalemant will render my Application & ongoing assistanca, If any.
liabts for repaction\cancaliation

2} | solermnly confirm thal sssktance, If recstved from Koshike Foundation, wil be used only for e "purpose”, ae staled in this Farm, for which such sssistance
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AGREEMENT by APPLICANT ( smww g0 i)

1} By affixing my signatura or thumb impression on this Form, | (Applicant) hereby agree & authonse Koshika Foundation and (t's Trustaes o
use/publishipul-upireproduce my name, address, photo & detells of the “purpose’, for which such assistance Is requesied/granted, through any
mudium, including but not imited 1o verbal, prinl. slectronie, for solieiting donations for Koshika Foundation and/or disseminating information about it's
aciivities/achievemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfimant of the “purpose”
fof which assistance s being requested

21 | (Applicant) furthar agees that any such usa of my name, address, pholo & dotalls of the "purpose”, lar which such assistance |s requested/granted,
will mot sutomatically entitie me for receiving or continuing the ssid assistance. The cecision for granting and/or continuing the sssistancs will rest solaly
with the Trusiees of Koshika Foundation, and thalt decision is this regard will be final and acceptable to me
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By affining hereunder, signature of our Authorsed Signatery lor recommanding Ihis casa/patiant for financial assistance from Koshika Foundation, we
(Haspital) heraby offirm & accapt following:

1] thit we neither are presently not will in future avall of financlal essistance from snother NGO or any other source, for the same patentcase, ns we are
requesting to gel fram Koshika Foundation, to the extent that such assistance |s granted by Keshika Foundation, If the requastad assistancs |s not granied
by Koshika Foundation, |n part of in full, than the Hospital reserves s right to maka up the shortfzl from another NGO or any other source. This
confirmation essentially siates that the Hospital will not avail eny duplicate assistance for the same palient/case from any other NGO or any other source
2] Tha assislance from Koshika Foundation is anly financial in nature. The choles of the trsatmantfprocedurs advised/conducted by the Hoespital on the
patiant, is basad on the prrangement between the patlent & the Hospital, and |8 In no way influenced by Koshika Foundation. Hence, the Hospital will
assimme soin & complete responsibiity of the treatment & It's outcome & safety of the patient, end Koshika Foundation will have no rofe or responsibility
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