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1) | hereby confirm that all details in this Form are Trug to the best of my knowledge. Any lalse statement will render my Anplication & ongoing assistance, if any,
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AGREEMENT by APPLICANT (=mis% g %11)

1By affixng my sknsture or thumb impression on thie Form, | (Apolicant) herby sgree & authorise Koshiks Foundation 2nd I's Tristeesin
use/putlishiput-upireproduce my name, address, photo & detalls of the “purpase”, for which such assistance ks requestedigrantad, through any
medium, including bul not limited to verbal, print, alsstronis, for solicling donations for Koshika Feurdation sndior diszaminzting infarmation about it's
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2) | {Applizant) hurther dgree that any such use of my name, address, phole & detalls of e “purpasa”, far which such aszistance is requesiad/granted,
will nat sutomatically enfitle me for receiving or continuing the said nszistance. The decisien Tor granting andfor continuing the assistance will rest solely
with the Trusleee of Kashika Foundatlon, and their dacision Is this regard wil be final and accaptabia fn me.
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AGREEMENT by HOSPITAL [wemm om1 591
By affixing hereunder, signoture of our Authorised Signatory for recommending this case/palient for finencial assistancs from Koshika Foundzstion, wa
{Hospital) hereby sftimm & aceapt followfng:
1) that we nelther are presently norwill in fufters ovall of financial assistance from snsthar NGO o iy othel soures, for il same pelient/cass, as wa ore
requesting o gat from Kashika Foundatlon, to the axtent that such assistance is granled by Koshika Foundation. 1f iha requested assistance s not grantad
by Koshika Foundalion, in part ar in full, then the Hospital reserves IUs Aoht to make up the shortfall from analker NGO ar any other sourga, This
confirmation essentially states thal thie Sosplial will nat avail any duplicale assisi@nces for the same patieniticase from any other NGO or any oifier source.
2) The assistance from Koshika Foundatian is only financial in nature. The cholcs of the resimantprosedure sdvised/candusted by the Hospital on the
patiant, s based on the smanpement batween the patient & the Hespital, snd (= in no way Influanced by Koshika Foundation. Hence, the Hospitat will

Bssums s0la & complete responsibility of the treatment & i's outcoms & safaty of the patisnt, and Koshika Fourdation wil have no role or responstbilty
in e matler.
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