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131 hereby confirm that an getais in mis Form are True to the bast of my knowledge, Any talse statemant will render my Applization & ongoing assistance, I any,
ligtie for rejection/cancellafion.

2} | setemnly confirm that assistance; it received from Koshiks Foundation. will be used only for the “purpose’, a8 staled in this Form, for which such assistance
was requested by me,
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AGREEMENT by APPLICANT (5= oW 1)

1) By affixing my signature or thumb Impression on this Farm, | (Applisapl) heraby agree & aulhoris= Koshika Foundation ard IF's Trugtees to
uea/pubidlshlpul-up/reproduce my neme, sddress, photo & dataile of the "purposs’, for which such assislance is requestedgranted, through any
madium, including but not limiled to verbal, print. slectronic, for seliciling donations for Kashika Foundation andlor disseminating Information about it's
activitiestachievements, Such use of my photo & detalls can be mada by Kostika Foundation befors or after my treatmant or fulfilment of the “purpose”
for which nssistance |s being ragueated.
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with ihe Trusieas of Koshika Foundation, and thair dégision is Whis regard will ba final and acceplable (o me.
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AGREEMENT by HOSPITAL (waymma T %)
By afiving haseunder, signature of our Authonsed Signatory for recommanding this case/patient for financial assistance from Koshika Foundalion, we
{Hospital) hereby affinm & accept following:
1) that we neither are presently nor will in future avail of finencistl assistance from another W3O or any other soure, for the-gama patientcase, as we are
requesting te gel from Kasnikn Foundation, to Ihe extent thal such assistance is granted by Koshika Foundstian. If the requested assistance Is not granled
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the shartfall from znather NGO or any ether source. This
canfirmalion essentially states fhat the Heosplial will nol aval any duplicste assislance for the sama patisntcaee from any other NGO or any olher source.
2) Tha assisiance from Keshika Foundation is onfy fingnclal in natiure. The cholke of tha treatmaentfprocedure adviseditonductad by Ihe Hozpltal on the
patienl, is hased on the srrangemant batwean the patiant & the Hospial, and |2 in no way influénced by Koshika Foundalion. Henca, the Hosplial will

assume sale & complata rasponsibility of the treatment & it's oulcome & salety of the patiant, and Koshiks Foundation will have no rals or respankinlity
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