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1)1 hereby conhin that ol detada i this Form arg True to the best of my knowledge. Any false statement will rendar my Application & ongoing assistance, If any,
bl 1or MEpaetion/cancaliation.

211 solemnly confirm fhat assistance, I recelved from Koehika Foundation, will be used only for the "purpose”, as stiated in this Form, for which sech assistance
wis requesiod by me
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1) By altixing my signature of thumb.impression on this Form, | (Applicant) hereby agies & authorise Koshiks Foundation and it's Truslees 1o
usefpublishiput-up/ropreduce my nama, sddress. photo & dotails of tho “purposs”, for which such assislance is requosiodigranted, thiough any
migditiany, irslding bl nal limiled 1o vedbal, prnt, electionic, for solicliing donations for Koshika Foundation andlor disseminating information about it's
artivitinainehisvements. Such use of my photo & details can be made by Koshika Foundation before or alter my treatment of fulfilment of the “purpose”
for wnich aesistonco s Heing requostod
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will niol wutomatically entitle me for fscaiving of conliuing the said assistanca. The decision for granling andios continuing the assistance will rest solaly
with tho Trusiees of Koshike Foundation, end their dectsion is thio regard will be finél and scceptable to me
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AGREEMENT by HOSPITAL (FerE g 1)
By aflixirg horeunder. signature of our Adthensed Signatory for recommending this caselpationt for financlal assistance from Koshiks Foundation, we
{(Honptal) hetety affirm & accept lollowing:
1) that wa nelther are presenty nior will in future avell of linancial pesistance ltom another NGO or any olher source, for the same palienlicase, as wa are
requesting o gol from Koshikn Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested mssistancs /s not granted
by Koshika Foundation, i part of in full, then the Hospital reserves It's right 1o make up the shortfsll from another NGO of any olhas source. This
confirmation essentiolly states thal the Hospital will not avail any duplicals sssistance for the same pallent/case from any other NGD or any other source.
2) The assistance from Koshika Foundation ks only finenctal in nature. The choice of the reatment/procedure advised/conducied by the Hospital on (he
patient, is based on the arrangement betwaen the patient & the Hospital, and ks in no way influenced by Koshika Foundation. Hence, Ihe Hospital will

assume sole & complets responsibility of the reatment & ity outcoms & solety of the patient. and Koshika Foundation will hove na role or resparsitsility
in the matior,
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