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1) | heraby condiem that all detalts in this Form are True o the best of my knowiedge. Any lalse stalemant will rendes my Application & ongoing asnistance, if any,
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1) By affixing my signsture or thumb impression on this Form, | (Applicant) hersby sgres & authorse Koshiks Foundation and its Trustees to
use/publish/put-uplreproduce my name, eddress, phita & delalis of the “purpase”, for which such assistance is requestsd/granted, ihreugh any
medium, including bul nol limited to verbal, print, electronle, for soliclting donations for Koshike Foundation endfer dissomingting informalion aboul it's
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with the Trustees ol Koshika Foundalion, and thair decislon | this regard will bo final and scceptable to me.
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AGREEMENT by HOSPITAL (vmms mu wu7)
8y affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financlal essistance from Koshika Foundation, we
{Hespital) heraby affirm & accept following:
1) that wa neither ar presently not will in fulure avall of financlal assistance from another NGO or any ather source, for the same patient/case, as we are
requesling lo gat from Keshika Foundation, to the extent thet such sesistance in graniod by Keshika Foundation. if the requested sssistance Is nol granted
by Koahikca Foundstion, in part o¢ In full, then the Hospltal reserves It's right ko make up the shortiall from another NGO or any olhar sourca. Thig
confirmalion essentlally states that the Hospital witl nod avail any duplicate assistance for the same patient/case from oy other NGO ar any olher source,
2) The assistance from Koshika Faundation is only financial in nature, The chaice of the trestmentprocedure advisediconducted by the Hospital on the
patlent, Is based on the arrangement between the patient & the Hospital, and Is in no way Influsnced by Koshika Fourdation. Hencs, the Hospltal will

azsume sole & complete responsibllity of the treatment & il's outcome & safsty of the patlent, and Koshike Foundation will have ne robe or responslbllity
In the malier.
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