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1)1 hereby conlim that all details in this Form are True to the best al my knowledge . Any Talse statement will rander my Application & ongoing assistance, if arny,
liatlea for rejectionfcancellation.

#) | solemnly confirm that assistance, if recaived from Koshika Foundaton, will be used only for the “purpase”, as stated In this Form, for which such assistance

was requesied by me,
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1) By affixing my signature or thumb Impression ¢n this Form, | {Applicanl) hereby agree & authorize Keshlka Foundation and it's Truslees Lo
uss/publish/put-upfreproduce my name, address, pholo & delalls of the "purpose”, lor which Euch assistance is requested/granted, through any
medium, includirg but nol limited la verbal, print, electronic, for soliciting dorations for Koshika Foundalion andfar digzeminaling informalton about it's
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Iy | [Applicanl) furher agrae that any such use of my nams, address, phalo & delails of Ine “purpose”, Tor which sush assistance is requestedigranted,
will nol automalically enlille me for reseiving or continuing the satd assislance. The decision for granting andlor continuing the assistance will regt solely
with 1he Truslaas of Koshika Foundatlon, and their decision is 1hls regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL {woamms Zr &7}

By afixing hereundsr, sigralurs of our Authorised Signatory for recommending this cage/palient far financial assistance from Koshika Foundation, we
[Hozpital) hareby affirm & accepl following:

1) thist we neiher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case. a5 we are
requesting 1o get from Koshila Foundation, 1o ihe axtent that such assistance is granted by Koshiks Foundation, [f the requested assistance s nol granbed
by Koshika Foundation, in part or in full, then the Hospilal reservas I's right 1o make up the shorifall from another NGO or any otfar sounce, This
confirmation sssantially states thal tha Hospital will not avall any duplicate assistance for the same patienticase from any ofher NGO or any oiher source
) The sssistance from Koshika Foundalion is only finansial in nature. The chowcs of the treatmentprocedure advised/conducied by Ihe Hospital on e
palient, s based on the sfrangement batween the patient & the Hospital, and i in no way influsnced by Koshika Foundation. Hence, the Hosphal will
assume 5ol & complets responsibility of the reatment & it'a cutcome & safety of the patient, and Koshike Foundetion will have ng role or respongibitily

in tha matler.
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