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1)1 hereby conllim thal 8 details in this Form am True 1o the best of my knowledge. Any false siatoment will fender my Application & ongoing assistance, If any,
liable for rejection/canceliation.
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1) By afixing my signaiure or thumb impression on this Form, | (Applicant) heraby sgres & authorise Koshikcs Foundation and iU's Trusiees to
usefpublishipul-upireproduce my name, address, photo & details of the *purpose”, for which such aseistance is requostedigranted, through amy
medium, including tut not limited to verbal, print, electronis, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activitles/achigvamants. Such use of my phobs & detalls can b made by Koahika Foundation bafore of alter my treatment o lulfiimant of the “purposs”
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will nol automaticaily entitle me for recaiving or continuing the said assistance. The decision for granting andler conlinuing the assistance will rest soledy
with (he Trustess of Koshika Foundation, and their decision | this regard will ba final and acceptabie to me.
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AGREEMENT by MOSPITAL (yeame pn W)

By affng hereunder, signature of our Aathorised Signatary for recommanding this casae/patient for financial assstance from Koshika Foundation, we
[Hospital) hareby affirm & accep! following:

1) that we neither are presentty nor will in futisre avell of financlal assistance from another NGO or any other source, for the same patient/cese, as we are
requesting to get from Koshika Foundation, 1o the extent thst such assistance ks graniad by Koshika Foundation. i the requesied assistance is nol granted
by Koshika Foundation, in par or in full, then the Hospital resarves [T's fight 1o make up the shortfall from ancther NGO or any olher source. This
confirmation essentisily Siates that the Hospital will not avali any duplicste essistance for the same patienticase from any ofher NGO o any other sowrta,
2) The assistance from Koshika Foundation is ondy financiad in nature. The cholce of the treatmentiprocedurs advisedicondusiad by the Hospllal on the
patient, ks based on the arrangement betwesn ihe patisnt & the Hosplial, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
essume sole & complete responsibility of the treatmant & IT's outcome & safety of the patient, and Koshika Foundallon will kave ra role or respossibliity
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