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1} ] hereby confirm thal all details in 1his Form are Trug to Ihe besl of rmy knowladge. Any fakse stalemant will rander my Applicatien & pngaing asslslanca, if any,
liable for rejectionfcancelatian.

2} | splermnty confirm Ihet assistance., if received from Keshika Foundation, will be wed onty For the "purpose”, &5 staled in this Farm, for which such assistance

was requesiad by me.
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AGREEMENT by APPLICANT ( Ae+ B0 i}

1} By affixing my signature ar thumk impresgion on this Form, | {Applicant) hereby agrea & Bulhorise Koshika Foundation and iI's Trustees to
uzefpublishiput-upfreproduce my name, address, photo & delails of the "purpose”, for which such assistance is requesiedigranted, through any
medium, ingluding bul not Imited 1o varkal, prinl, electronic, far saliciting donations for Koshlka Foundation andfor disseminating infarmation aboul it's
activitiastachlevements, Such usa of my pholo & details can ba mada by Koshika Foundation before or after my reatmant or fufitment aof 1he purpose’
far which assisiance |& baing requested,

21 1 tApplizant) lunher agree thet sy such use of my name, address, photo & detalls of the “purpase’ far which such pygislancy is raquestedgranted,
will ol automatically entile me for raceiving of conlinuing tha sakd assistance. The dackslon far granling andfor cantinuing the assistance will rest salaly
with 1he Trustees of Koshika Foundation, and theil degdsicn I8 this regard will ba Inal and acceptatle o ma,
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= AGREEMENT by HOSPITAL (¥omme £m M)

By alixing hereunder, signature af our Authonised Sigralary for recommending this cesedpatient for financial assistance from Koshika Foundation, we
(Hospital) hareby affirm & accept following:

1) st we naither are presently nor will in future avall of financial assistance from another NGO or 8ny cther sgurcs, for the same patienl'case, 85 we a2re
requesting 1o get frem Koshika Foundation, 1o {he axlent thai such sssistance is granled by Koshika Foundation. If the requested assistance is nol granled
by Homhika Foundation, in part or in hull, fren the Hespltal reserves i's right to make up Ihe shorttall from annother NG o any olher soufee. This
confimmabion essentially states thal the Hospial will not svadl any duplicate assistance for he same patienticase from any dlher NG or any glher source
7) Tha assistance from Koshika Foundation ks only Bnancial in nalure, The chaica of the Ireatmanlfprocedurs advisedfcanductad by the Hosgitel on the
patient, Is based on the srrangament between Me patient & the Hospital, and Is in no way Influenced by Koshika Foundallon. Hance. the Hoespital wil
pEsumie sole & complals responsibility of ths treatment & i outcoma & safety of 1he patient, and Keshika Foundation will have na rele or respansiblity
in the maller.
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