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1] | herehy contim (hat ail dotails in this Form gfe True 1o tha best of my knowledge. Any false statement will render my Application & ongoing assistanca. f any,
labla lor rejection/cancellition.
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AGREEMENT by APPLICANT (s19e% 30 +01)

1) By affixing my slanature or thumb impression on this Form, | [Applicant) hereby sgres & suthorise Koshika Foundation and it's Trustees 1o
usa/publishipul-upireproduce my nama, address, photo & detsils of the “purpese”, for which such assistance ls requestedipranted, through any
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AGREEMENT by HOSPITAL (g&ms o o)

By affixing heraunder, signsture of our Authorised Signatory for recommending this casa/patiant for finencial assistance from Kashika Foundation, wa
(Hospital] herety affirm & sccept foliowing:

1) that we noithor o prosontly nos will in fulure avall of inencial sssistance from another NGO of any olher saurce, for the same petientcEse, g we are
raquasting to gt from Koshika Foundation, to the extent thal such assistance s granted by Koshlka Foundatlon, If the requested assietanos ie nof gramnied
by Koshika Foundation, in part or in full, then the Hospital reeerves iUs rghl 1o make up the shortfall from another NGO or any other source, This
confirmation essentlally states (hat the Hospital will not avall any duplicale assistance for the same palient/case from any other NGO or gny other source.
71 The assistance from Kaoshika Foundation is only financial in natura, Tha chokce of tha treatment/procedure advised/conductad by tha Hospital on 1he
pastient, is based on the srrangement between the patient & the Hospital, and is in no wey iInfluenced by Koshiks Foundation, Hence, the Hospits! will
assume sale & complate responsibility of the treatment & if's outcoms & safety of the patient, end Koshike Foundation will hava no rofe or esponsibility
in ihe matter
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