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1) | hareeby confiem thal sl dotait in this Farm are True to the bes{ of my knowlsdge. Any false statamant will render my Applicstion & ongoing assiulancs, If any,
Ikatile for rejecton/cancellstion,

2} | sobaimnty confirm thal sssivancs; | recelved from Koshike Foundation. will be used only for the “purposa’, an winted in this Form, for which such aseistance

was requesied by me,

3) | nevebry confirm that | heve ol & will not in future, avall of reimbursemant, in part or in full, from any other sourcefemployerfineurance company, of the amouni |
for which this assislance is requesied.
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1) By affixing my signalure or thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and if's Trustess in
usa/publish/put-up/reproducs my name, sddress, photo & detalls of the “purpose”, Tor which such assistance Is reguesied/granied. through any
midium, including bul not kmited o verbod, print, alectronic, for soliciting donations for Koshika Foundation and/or dissemingling information about it's
activitiesiachigvemants. Such use of my pholo & dotalls can be made by Koshiks Foundation before or after my kreatmeni or fulfliment of the “purpose”
for which assistance is baing roquesied.

211 {Applicant) further agree ihet any such use of my name, address, photo & details of the “purpose”, for which such assistance s requested/granted,

will not automatically entitle me lor recelving or continuing the said assistance. The decision for granting and/or continuing the esalsisnce will resl sclely
with the Trustees of Koshike Foundation, and thelr dechilon is this regard will ba final and ecoeplable 1o me.
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ACREEMENT by HOSPITAL (wwam $ra wat)
By affixing harsunder, signature of our Authorised Signatory for recommending this case/patiant for financlal sssistance from Koshika Foundation, we
{Hospltal} haraby affirm & accepl following:
1) that we neither are presently nor will in future @vall of inanclal assistance from another NGO or any olhor source, for tha same patient/case. a5 we are
requesting 1o gst from Hoshlks Foundation, o the extent that such assistance Is granied by Koshika Foundation. If the requested assistance (8 not granied
by Koshika Foundation, in part or in full, then the Hospitel reserves It's right to make up the shortfall from ancther NGO or any other source. This
cenfirmation essentially siates that the Hospltal will not avall any duplicale assistance for the same patienticase from any olher NGO or any ofher source.
2) The assistance from Keshika Foundation Is only financial in nature. The choice of the treatment/procedure edvised/conducted by the Hospital on the
pofient, is basad on (he arangement betwesen the patient & the Hospital, and Is In no way influshced by Koehika Foundation. Hence, the Hoapitel will

assume sole & complate responsibility of the treatment & If's outcome & safety of the patient, and Koshika Foundation will have no fole or responsibility
in the malizr,
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