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151 harety condirm that all details In this Form am True to the best of my knowledge. Any false statement will render my Application & ongaing
fiable lor rejectionicancallation,

25 | nabamndy confiem thal assistance, il received from Kashika Foundation, will b used only for the “purpose”, as stated In this Form, for which s
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1) By affaing my signature o thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and if's Truslees lo
use/publsh/put-up/reproduce my name, address, photo & detalls of the “purpese”, for which such assisiance I requestod/granted, through any
medlurr, incluging bul not limited 1o verbal, print, elecironic, for yoliciting donations for Koshika Foundation andior disseminatng [rformation sboul iTs
aciviliesiachievements, Such use of my photo & detalls can be made by Koshika Foundation bafore or after my treaiment of tutfilmant of the “purpose’
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will nel autamatically entitie me for receiving of continuing the sald asslstance. The decision for granting andior continuing the assistance will real solaly
Wit 1he Trustsas of Koshika Foundatlon, and their decision |s this regerd will be final and acceplable to me.
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AGREEMENT by HOSPITAL (¥ 50 W)

By affixing heraunder, signature of our Aulhorsed smmmmmmmlhnm asgistance from Koshika Foundation, wo
{Hospital) heraby affirm & accapl following:

1) that we neither sre presently nor will in future avail of financial gsslsiance from another NGO or sny other source, fof the same patlentcase, o8 wo oe
requesting fo get from Koghika Foundation, to the exlent that such assisiance is granted by Koshika Foundation. if the requested assisiznce & nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves i'e right to maks up the shortfall from anothar NGO or any otfer sowca. This
confirmation sssentinlly states that the Hospital will not avail any duplicats sssistance for the same pabent/case from any other NGO or any other saurce
2) The sssistance lrom Koshika Foundation is only financial in nature, The choice ol the treatmentprocadure advisadiconducied by the Hospital on the
patient, Is based on the arrangement batween the patient & the Hoapital, and |2 in no way influenced by Koshika Foundation Hence, the Hospital will
gssume aola & complete responsdility of the reaiment & it's outcome & safety of the patient, and Koshika Foundation will have o roln of responuibility
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