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1)1 hareby candiom that all detadls in this Form are Trie to the best of my knowledge. Any false statemant will render my Application & ongolng assistance, If any,
lizabia for redaction/cancelialion

2) | selemnly confinm that sssistance, if recaived from Koshika Foundation, will be used only for the “purpesa”, as stated In fhis Form, for which such assistance

wis requesied by me )

3) | haraty confirm that | have nol & will nat in fulure, avall of reimbursement, in pae or in (ull, frem any other sourcs/employerinsutance company, of the amaoun]

for which (his assmiance is reguesiad
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1) By affixing my signalure or thumb impression on his Form, | (Applican) heroby sgree & aulhorige Koshika Foundation and il's Trustees i

use/publish/pulupireproduce my name, address, photo & detalls of the “purposa’, for which such assistance s requesied/granted, through any

migdium, nehuding but not limited 1o verbal, print, slectronie, for soliciting donations for Keshika Foundation and/or dissaminating infarmation aboul it’s

anlvities/achiovernants. Such use of my phota & detalis can be made by Koshika Foundatlon before or after my treatment ar fulliment of the “purpose”

fow which assistance ls being requested

2} | (Applicant] further agres thal any such use of my nama, address, photo & detalls of the "purpose”, far which such assistance is requesiedigranied,

will nat-autormnaticady entille me for receiving or continuing (he said assistance; The decision for granting andlor confinuing the assketance will rest solaly
wilth thie Truglees of Koshika Foundation, and thair dieclsion |s this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wemm g1 W)

Sy affwing hereunder, signature of pur Authonsed Signatody lor recomimending this caseipstient for financial assistance from Koshika Foundalion, we
[(Haspital) neraby affirm & accept lallowing:

1) ot wi noither are presently noe wil 5 Belum avall of financial asgsmstancs from another NGO of any other sourca, lor the same pahenl/case, B4 we ars
requesting fo get from Koshika Foundation, to the extent that such assistance (s granted by Koshika Foundation. If the requested assistancs is not granted
by Koshika Foundation, in part o in full, then the Hospital reservas it's nght to make up tha shartfall from another NGD or any alher source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the sama patignt/case from any other NGO or any athar source
2) The assistance from Koshika Foundatien is only financial in nature. The choice of the treatment’procedurs advised/conducted by tha Hosplial on ihi
patlant, is hased on the arngamant betwean the paliant & the Hespltal, snd Is in ng way influenced by Keshika Foundation. Hence, the Hospital will
pssuma sole & complele responsibility of the ireatmant & it's outcome & safety of the patisnt, end Koshike Foundation will have no rofe or respansibiiity
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