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1} | herabsy condim il all details in this Fonm are True o the bast of my kndwledgs. Any false statement will rander my Application & ongoing sssistanca, i any,
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2] | solemnty conflrm that assistance, If received fram Keshiks Foundation, will ko used only for the “purposs”, 85 stated in this Fam, for whish such asststancs
wag raquasiad by me.
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1) By affixing my signature ar thumb tmprassion on thie Form, | {Apolicant) hereby agres & sulhiorise Koshika Foundalian and I's Trustees o
use/pubishiput-upopioduce my neme, address, photo & details of 1he *purpose’; for which such assiziance is requestedigranted, through any
medlum, incluging bt rot limitzd 1o verbal, prinl, electronis, for soliciting denations for Kostka Foundation ardior disseminating infarmation about 's
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AGREEMENT by HOSFITAL (¥T0Wel 20 i)
By affining hereundar, signature of our Authorised Sigralery for reeemmending this casefpatient for financial sssistance from Koshiks Foundation, we
(Hoepital) hersby affitm & accant fodlawing:
1) thel we n=ifer are presanlly noewill in future avall of inancisl essistance from anoiher NGO or any othar source, for the same patient/case, a5 we are
requesting to get from Koshike Foundetion, 1o the exdant that such assistanco {8 granted Dy Koshika Foundalign, Il the requasted s¥sistance is not granied
by Koshika Foundation, in part or in full, iren the Hospital reserves ('s right lo make up the shorifall from anather NGO ar 2ny other sourcs. This
confirmation essentially siates-that e Hospital will niot avail any duplicals assistance for the =ama patient/casa from ony other NGO or any other soumce.
2} The azsistance from Hoshika Foundatlan |s anly financial in nature. The choice of the reaimentprocedure advised/conductzed by the Hospial an the
patiant, s based on tha srrangamant batwean tha patlent & fne Moespital, and |2 in oo way infleencad by Koshike Foundation. Hence, the Hospital will

ossume solz & complete rezponsibdity of the treatment & IU's oulceme & safely of the patient, and Koshika Foundation will have na rmle of responsibility
in the-matter.
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