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1) | herety cenfirm that all detalls in this Form are True to the best of my knowledge, Any false statement will rander my Application & ongoing assistance, IFany,
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AGREEMENT by APPLICANT (smts g0 #71)

11 By alfining my signalure or thumb imprassion on his Form, | [Applicant) hereby agree & sulhorise Koshika Foundation and i1's Trusloes 1o
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mitium, including but nat imiled 1o varbal, print, elecironic, for solicling donalions lor Koshika Foundalion andiar disseminating Information sbaut it's
sclivilies/achievemants. Such use of my photo & details can be made by Koshike Foundation befors or afler my treatmant or fulfimant of the “purposs”
for which assistance s being requested,
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will mat aulematically 8ntive ma Tor receiving or eontinuing the said essistance. The decision for granting andior conlinuing the assistanco will rost sololy
with the Trustees of Koahika Foundathon, and their decision & this regard will ba final and acceptable o me
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AGREEMENT by HOSPITAL (gemm 50 wun)

By affizing hereunder, signature of our Authorised Signalory for recommending this case/patiant for financial assistence from Koshiks Foundstion, we
[Ftospital) herety affirm & accapt follawing:

11 that we nalther are prosantly nor will in futura avall of financlal assistance from anather NGO or any oltier source, for the same patient/cass, 56 we ofe
reguasting to get from Koshika Foundation, to the extent that such assistance |8 granted by Koshika Foundation, If the requested assistance & nol granted
by Koshiks Foundation, in part or'in full, then the Hospital reserves i(0a righl 1o make up the shortfal from another NGO o any other source. This
confirmation assenfinlly states that the Hoapital will not avall any duplicate assistance for the same patient/case from any other NGO or any ofher source,
7] Tha agsistance fmm Koshike Foundation is anly fingncial in nature, The choles of the ineatment/procedures advissdiconductsd by the Hospital on the
patlant, is based on the arangemant between the patient & the Hoespital, and is In no way Influenced by Koshika Foundation, Hence, the Hospital will
azsume sole & complote responsibility of the treatment & IU'e outcome & safety of tha patient, and Koshike Foundation will have no role or responsiblliby
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