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1) | harety confirm that sl detads in this Form are True to the best of my knowiedge. Any false statempnt will render my Application & ongalng assistance, if ary,
Jinble for rejectionfcancedlation. .

2) i solemnly conflrm that assmtance, |f received from Koshika Foundation, will be used only for thes “purpose”, us stalied in this Form, for which such assistance
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1) By affing my signaturs ar thumb impressian on (his Form. | [Applican) hareby agres & suthorise Koshicn Foundation and i's Trusiees to
usefpublish/put-upfreproduces my name. address, pholo & detally of the “purposs”. for which such sssistonce |8 requested/granied, Bnough any
medium, including Bt not limited 1o verbal, print, efectronic, for soliciting donatiors Tor Koshika Foundatlon andior disseminaling information sbout it's
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AGREEMENT by HOSPITAL (v £ %770)

By affiung hereunder, signature of gur Autharises Signalory for recormmending this casefpatient for financal assstiance from Koghiks Foundation, we
(Hospital) hanatyy affirm & accept following '

1) thal we nednel are presently nor will in liture avall of financlal assistance from ancther NGO or any olher sourcs, for the same patient/case, 85 we ane
reguasting (0 gal from Kokhika Foundabon, ia the extent that such ausisiance fs granted by Kostidks Foundation. if the requested assistanoe is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves H's right to make up he shortiall from another NGO or any ather source, This
confirmation esgentinlly states that the Hoepital will not avadl ony duplicalo assistance for the wame pationt'cass from any other NGO or sny cther source.
2) The essistence from Koshika Foundalion is ondy financial in nature. The cholce of the traatment/procedure advisediconducted by the Hospital an the
patient, is based on the arrangomant between the patkent & the Houpital, and (8 in no way influenced by Koahlka Foundation. Hence, the Hospital will

assume sole & complste respansbility of the tremtment 8 I outcome & ssfety of the patient, and Koshika Foundation will have no role or responsibility
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