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1} hereby confirm that all detalls in this Form are True fo the best of my knowledge. Any false staternant will randar my Application & ongolng asslistance, i any,
liabie for rejecticnlcanceliation

2) | sodemnly confirm fhat assistance, if received fram Koshika Foundation, will be usad only for the “purpose”, as stated In this Fom, for which such asslstance
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1] By afiixing my signaturs o¢ thumb impression on this Form, | (Applicant) hereby agres 4 authorisa Keshlka Foundation and [t's Trustees 1o
use/publshipul-uplreproduce my name, sddress, photo & details of the ‘purpose”, for which such assistance-is requested/granted, through any
medium, Including but nat limiled 1o verhal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information aboul it's
activitesiachiovements. Such usa of my phota 4 details ean be made by Koshiks Foundation bafore o alter my treatmant or fulflment of the “purpess”
for which assistance is being requested.
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will nat autématically enlitle me for recelving or continuing the said assistance. The declsion for granting andfor continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their declsion is this regard will be final and scoeptabls fo me,
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AGREEMENT by HOSPITAL (7uam @10 ®17)

By affixing hsreunder, signature of our Authorised Signatory for recomimending this casedpatient for financial assistance fram Keshila Foundation, we
(Hospital) herehy offirm & accept fallowing:

1} that we neifher are presently nor will in future avall of financial assisiance from another NGO or any other source, for the same patient/cass, as we arne
requesling fo gat frem Koshika Foundation, to the extent that such assisianoe is granted by Koshika Foundation, If the requestied assistance s not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation sssentially states that the Hospital will not gvail any duplicate assistance for the same patient/case from any other NGO or any othar source
2] The assistance from Koshika Foundation is only financial in nature. The cheice of the ireatment/procedurs advised/conducted by the Hospital on tha
patient, s based on the arrengament betwean the palent & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hospita! will
pasume sals & complete respansibilty of the treatmant & I's outeoma & safety of tha patient. and Koshika Foundation will have no role or responsibility
in ifve matier,
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