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1) | hearstyy confinm that ail detadls in this Form are True 1o the best of my knowledge. Any false stalemant will render my Application & ongolng assistance, il any,
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1) By affiting my signature of thumb impression on this Form, | (Applicant) heréby agres & aulthorise Koshika Foundation and I's Trustess o

uga/pubslishiput-up/reproducs my nama, address, pholo & detalis of the "purpose”, for which such assistance is requestedigrantad. through any

medium, including bul not imited to verbal, prinl. alectronic, for soliciting donations for Koshika Foundation and/or disseminating information about I's

activities/achievemants. Such use of my photo & delails can be mada by Kashika Foundation befors or alfter my treatment or fulfiiment of the “purposs”
far which sssistsnce is being requested.
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with the Trustees of Koshika Foundation, and their decinion is this regard will be final and acocepiabie to me.
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AGREEMENT by HOSPITAL (WimE T %0T)
By affing hereunder. signature of our Aulhorised Signatory for recommending this casafpatient for finsncial sssistance fram Koshika Foundation, we
{Hospital) hereby affirm & sccept following:
1) that we nefther are presently nor will in future avall of financlal esslstance from anather NGO or any olher source, for the same patient/case, as we are
requesting to get from Koshika Foundstion, o the extent that such assislance [s grantsd by Koshika Foundation. If the requestsd assistance is not granted
by Koshika Foundstion, in part or In full, then the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
eonfirmation essentially stzfes tha! the Hospital will nol avall sny duplicate assistance for the same palientcase from sny other NGO or any other source.
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patient, s baged on 1he erangement between the patient & the Hospltal, snd is In no way influsnced by Koshike Foundation, Hance, the Hospital will
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