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1} | hareby conflem that ail detalds in this Form ane True to the best of my knowledge. Any falso statoment will rendes my Application & ongoing awsistance, If any,
kable for repectionfcanceliation.
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1) By affixing my signature or thumb impressson on this Form, | (Applicant) hereby agres & suthonses Koshika Foundation and it's Trusiees to

wsd/publishiput-upireproduce my name. address, photo & details of the “purpose”, far which such assistance s requesied/granted, through any

medium, Including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andlor dissaminating information about If's

pctivities/nchisvomants. Such use of my photo & defalls con be mada by Koshila Foundation bofore of afler my treatment of fulfiimant of the “purpose”
for which sssistance Is being requested.
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will nol autematicaly entitle me for receiving of continuing the sakd assistance. The decision for granting andior confinuing the assistance will rest solefy
with the Trustees of Koshika Foundation, and their decision is this regard will be final and occeplabls lo me,
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AGREEMENT by HOSPITAL (wesss 50 S00)
By affming hereundar, signature of our Authorised Signalory for recommanding Ihis case/patent for inancial assistance from Koshike Foundation, we
(Hospitsl) hereby sffrm & accapt following:
1) that we neither are presently nor will in future evall of financial assistance from another NGO or any cther source, lor the same patient/cese, B3 we afe
requesting o get from Koshika Foursdation, o the exiont thet such assistance is granted by Koshika Foundation. i the requestad agsistance s not granted
by Koshika Foundation, i part or in full, then the Hospital resarves |1's ight to make up the shortfall from ancther NGO of any other source. This
onfirmation essentialy statos that the Hospital will not avell any duplicate assistance for the sams petieniicase from any ofhar NGO or any other source.
2] The assistance from Koshika Foundation ks only financial in nature. The choloe of the treatmentprocedure advised/conducted by the Hospital on the
patlent, is based on the arrengemant between the patien! & the Hosplital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

assume sobe & complels responsdbiity of the treatment & il's oulcome & safely of the patient, and Koshika Foundation will have nd role or responsibility
in the matier.
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