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1) | hareby condinm that all delsils in this Form ars True to the best of my knowledge. Any false statement will render my Application & ongoing assistance; i any,
[ibier for rajechionfcancalialion.

2) | solemnly confirm (hat assistance, if recelved fram Koshika Foundation, will be used only for the “plrpose”, a8 stated In this Form, for whish such assistance
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1) By alfizing my sigrature af thumts impression on this Form, | (Applicant) heraby sgres & sulhorss Koshika Foundalion and if's Trustees to
uselpublish/put-upireproduce my namn, address, pholo & deislis of the “purpose”, for wiich such assisiznce i requesiad/granied, thecugh any
medium; Including but met fimited to verbal, print, slectronic, Tor sofiching donstions for Koshlks Foundstion and/ar disseminating informatlon about e
activities/achisvemanis. Such use of my phota & dotails can be made by Koshik Foundation before or afier my treatmant s fullfilment of the *pusposa”
for which assisiance m baing requosted.
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will nol aulomatically antile me for feceiving of canlinuing the said assistance. The decislan for granting andior conlinulng the assistance will rest solely
with the Trustses of Koshika Foundation, and thelr dacisiaon |s this ragard will b2 final and acceptanie to me.
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AGREEMENT by HOSPITAL (wree Bm WUt}

By-affining hersundar, signature of our Authorised Signatory for resommending this cass/palient for financial assistance from Koshika Foundation, we
{Haspital} hareby affirm & sccept lallowing:

1) that we neither are presenlly nar will in fulure avall af finsncldl esslslance from snothker NGO or any other soures, for the same patlant/case, as we are
requiesting to get fram Koshiks Foundation, tothe extent that such sssislaheais arantad by Koshika Foundation. I the requasted assistance is fof grantad
by Koshikn Foundaticn, in par o In full, then the Hospil reserss 0 dght 1o make wp ihe shortfall fram another NGO or 2ny ofher sourco. This
canfirmotion assentialy states that the Hoapital will net avall any dupileate pssistance fof the same potisnt'enze from any other NGO or any othar sourna.
2) The assistancs from Koshika Foundation (& onty financisl in nature, The choice of the reatmentiprecedure advisadiconducted by tha Hospial an the
palienl. is besed on the smangement between the petient & the Hospital, and 8 m a0 wey isllugnced by Koshike Foundation. Henoe, (ne Hospial will
assume sole & camplete responsibility of the treatment & it's outcome & safety of the palient, and Koshika Foundation will hiave no rale or rezponsibility
inrihe malizr.
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