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1) | heraby confirm that all datails in this Form are True to the best ol my knewledge, Any felse statement will merer my Application & angoing assletance, If any,
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2} | sularmnly confirm that assistance, if received from Koshika Foundation, will ba ueed anly for ihe "purpose”, as stated in this Form, for which such assistanta

was requestied by .
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1] By afllxlng my signalure or humb Impresslon on this Farm, | (Applicant) heraby agree 8 authorise Koshike Foundalicn end ir's Truslees te
uee/publish/pul-upreproducs my name, address, phole & details of the "purpose”, lor which such aselstance iz raquestedigranted, \hrough any
medium, including but mot limited to varbal, print, eleclionic, for seliciling denallens for Kashika Foundalion andfor diszeminating information aboul it's
acliviles/achievemants. Such usa of my phote & details cen be made by Koshika Foundatlon before or afler my treatment or Lufilment of the *purpose’
for which assistance iz being requested,

211 {Applicant) furlher egree thal any such use of my namea, address, pholo & details of the “purpose’, for whish such assistance is regquastadigranted,
will not autornatically enkille me for recalving o continuing the said assislance. The decigion for granting ardier continulng the assistanca will rest solaly
with tha Truslees of Keshike Faundation, and thair dacision is this regard will be hinal and acceptable 1o me.
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AGREEMENT by HOSPITAL {rememm B TT0}

By affizing hereunder, signalure of our Authorlsesd Signatory for recommending this casefpatient for inancial assistance from Koshika Foundatian, wa
{Haspital} hareby alfirm & accepl [olowing:

1) thal we ngilher are presenily ror will in Tulure avail of financial assistance frem another NGO of any alher source, for the same palientcase, as we are
requesting o gel frem Koshika Foundation, 1o the axtant that such assislance is grented by Koshiks Foundatian. [l the raguestad aasistance is not granted
by Koshika Foundation, in part o in full, then the Hespital raservas iUs right to make ug the shortlall from anolher NGO or any sther source. This
confirmation essantially states thal the Hoapital will ngl aveil any duplicate esslstance for the same patlantcase from any other NGO or any other sgurce
24 The agsistance from Koshika Faundalion is only financial in nalure, The choice of the ireatmenlprocedure advisedtconducted by the Hospital on the
patient, Is kased on the arrangenent batwesn the patient & the Hospilal, and Is in no way Influenced by Koshika Foundation. Henea, tha Hospital will
assume sie & complate responsibllity of the Ireatment & I's oulcorve & safety of Ihe patient, and Koshika Foundalion wil heve no rola gr responsibinty

In the matler.
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