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1] | heraby confirrn that all details In ihis Eoem are True i the best of my knowladge. Any false staternant will render my Application & ongoing
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AGREEMENT by APPLICANT (smies g0 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and Il's Trusteas o
use/publishput-upireproduce my name, sddress, photo & detads of the *purpose’”, for which such assistance Is requesiadigranied, through any
madium, meluding but not limited to verbal, print. electronic, for soliciling donationa for Koshika Foundation andior dissaminafing inlormation about s
actvilles/achievements. Such use of my phalo & detalls can b made by Koshika Foundation before or afler my treaimend or fulfiment of the "purpase”
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will nol sutomatically eniitie me for recelving or continuing the said sssistance. Tha decision for granting and/or cantinuing the assistance will rest solely
with thes Trustoes of Koshiks Foundation, snd thelr decision ls this regard will be final and scceplable Io ma.
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AGREEMENT by HOSPITAL (wwnme g wat)

By affixing hersunder, signalure of our Authorised Signatory for recommending Ihis case/patient lor financial assistance from Koshika Foundalion, we
(Hesplal) hereby affierm & accepl loliowing:

1) sl we neiiher are presently nor will in fulure avedl of financial assistance from another NGO or any oiher source, for the same patenlcase, as we are
requesting 1o gel Irom Koshlks Foundation, io tha extent thal such assistance is granted by Koshika Foundalion. Il the requosied assialance i3 nol granied
by Koshig andam.mpnﬂn‘hhl.hnhlﬁpllﬂmwﬁ#&hmhwhmmmmnr:nruﬂmrmme.Thhs
confiemution esseniially states thal the Hosplial will nol avall any duplicate nesistance for the same patientcase from any olhor NGO or any other source
2] The sssistance from Koshika Foundation is only financial in nalure. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the srapgement betwesn the patient & the Hospital, and Is In no way influenced by Keshika Foundation. Hence, the Hospital wil
acsume sole & compiate responsibility of the trestment & I's outcome & satety of the patient, and Keshika Foundation will have no role or responsiblity
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