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b} | heesby confirm that all detalls in this Form are True to the best of my knowledge. Ary false stalement will render my Application & pnpoing assistmnce, I any,
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2) | solemnly confirm that azsistance. i received from Koshiks Foundation, will be used only for the *purpose®, a5 statad in this Form, for which such assistance
was requnsted by me
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1) By affiwing my signature or thumb impression on this Form, | (Applieant) bereby agree & authorise Koshiks Foundafion and it's Trustees to
uselpublish/put-up/reproduce my name, address, photo & detsits of the “purpose”, Tor which such assistance is requested/grantad, through any
miedivm, including but nol imited fo verbal, print, elactronie, for soliciting donatlons for Koshlka Foundation andlor disseminating Information sbout il's

autivities/achisvements. Such use of my phaoto & delails can be mada by Koshika Foundatien before or afler my treatmant or fullifment of the “purposs”
for which sssisfance is being raquasted.

2} 1 (Applicant) further agree that any such use of my name, address, pholo & datalls of the “purpose”, lor which such assistance is requestedigranited,
will not autamathcatly antitie ma for recaiving of continuing the said assistance. The decision for granting endior continuing the pesistanca wil rest solaly
with the Trustees of Koshiks Foundation, and their decision is this regard witl ba final and acceplable fo me
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AGREEMENT by HOSPITAL (Fewsi i1 i)

By affiang herounder, signature of owr Authorised Signalory for recommending ihis case/patent for financial assistance from Koshika Foundalion, we
{Hospital) herety affimm & accept following:

1} that we neither are presantly nor will in future avall of financial assislance frem angther NGO or any othaer souree, for the same patientcass, as we ars
requesting o get from Koshiks Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requesied assisiance & nol granted
by Koshika Foundation, in pan orin full, then the Hospital reserves it's right to make up the shorifall from another NGO or any other source This
confirmation essenlislly sistes that the Hospital will rot avail any duplicstls sssistance for the same palignticasa from any other NGO or any olhar source
Z) The assistance from Koshika Foundatlan s only financial In nsture. The choice of he trestmentiprocedure advised/ conducted by ihe Hospital on the
pattent, in basad on the arangamant betwean the patlent & the Hospital, snd is in no way influenced by Koshika Foundafion. Hance, the Hospitad will
nEsume soke & oomplets responsibility of Ine treatment & N2 oulcama & satety of the pallanl, and Koshika Foundation will have no rols of respensibillty
in the matter,
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