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1) | hevoby confirm thed all detalls in this Form are True lo thi best of my knowledge. Any False stalerment will render my Application & ongalng assistunce, if any,
Ity for rebmction’cancalkation

2) | splemnly confirm thal assistance, if recelved from Koshika Foundation, will be used only for the "punpose”, s stated In this Form, for which sich assistance
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1) By affixing my ssgnature or thumb impression on this Formy, | (Applicent] hereby agree & authorise Koshika Foundafion and il's Trusiees o

use/ publishipul-upireproduce my name, sddress; photo & details of the “purpose”, for which such assislance is requesiadigranted, through any
medium, including but not limited 1o varbal, print, slectronic, for sollciting donations lor Koshiks Foundaton and/or disseminating Infarmation aboul it's
avtivitiesfachiovements. Swch use of my pholo & detaits can be made by Koshika Foundation bafore or after my trestmen! or fulfilment of the ‘purposs”
for which aseisianoe ts belng requested,

2] | iApplicant) further agrea thal any such use of my name, addfess, phalo & defalls of tha “purpese”, for which such assistance i requesiedigranted,
will not-autamatically enlille me for recaiving or continuing the said assistance. The decision for granting andfor continuing 1he assistance will reat solely
wilh the Trustees of Koshika Foundation, and thair deciskon ls thie regard will be firal and acceplable 1o me
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AGREEMENT by HOSPITAL (w=rma B WOT)

8y sffixing hereundsr, sigralure of our Aulharised Signatory for recommending Lhis case/patiant for financial sssmtance rom Koshika Foundalion, wia
{Hospltal] heseby affirm & accept fallowing:

1) it wa nelthor are presently nor will in future avall of financiz! assisiance from another NGO or any other source, for the same pafienl/cass, o8 we are
requesting to get from Koahika Foundation, to the exlunt thal such assistance s granted by Koshika Foundation, If the requested assistance is nol granted
by Keshika Foundation, In part or In full, then the Hospltel ressrves il's right 1o make up the shortfall from ancther NGO or any other source. This
canfirmation eseantlally stalss thal the Hospital will nol avail any duplicats asslstance for the sama patient/casse from any other NGO or any ofher source
2) The assistance from Koshika Foundation is only financial in nature. The cholee of (he reaiment/procadurs advised/conducted by the Haspital on the
patient, is based on the smangament between he patient & the Hospital, and ks in no way Influenced by Koshika Foundatian. Hence, this Hospital will
ausum sole & complets responsibiiity of the treatment & it's outcome & safely of tha patient, snd Koshlke Foundation will have no role o responsillty
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