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1) | heretry confimm thal il detalls in this Fom are Trus 19 the best of my knowledge. Any falss statamant will render my Application & ongaing essistsnce, if any, .
liable for rejection/cancolistion

2] I'solemnly corfirm thel assiisnce, If recelved from Koghike Foundation, will be used only for the “purpose”, as stated |n this Form, for which such assistance
was requested by me.

3) | haraby confirm that | have not & will net In fulure, avall of reimbursemant, in per of In full, fiom any slker sourcefsmploysrinslurmnce company, of the aimourt
for which this essstance s roqguested
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1} By affixing my signature or thumb imprassian on thia Form, | (Applicant) hereby sgree & authorise Koshika Foundation and Il's Trustees 1o
use/publish/put-uplreproduce my nama, address, photo & dotalis of the "purpose”, for which such essistince is requestedigranied, through any
mazdium, including tul not limited to verbai, prinl, lectronie, for soliciting donations for Koahlka Foundation end/or dissemingting information about It's

sciliviiestachievements, Such use of my phott & datalls can be made by Koshike Foundation befora or aftar my treatment or fuifiment of the ‘purpose”
lor which assislance is being requestad.

2} 1 {Applicant) hurihar agrea thaf any such use of iny name, address, photo & detalls of the “purpose”, for which such essistance is requested/granted,
will net automatically enttle me for recaiving of coniinulng the sald essistance, The decision for granting and/or continuing the asslistance will rest solely
with Ihe Trusises of Koshika Foundation, and (helr decigion & this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (wvam g wt)

By affixirg hespunder, signaiure of our Authorised Signatory for recommaending this case/pationt for financal essistance from Koshiks Foundation, we
{Hozpital) hersby affirm & sccep! following:

1) that we neither are presontly nor will in future avail of financial sssistanca from anothes NGO or any olher source, for the same patienl/cases, as we nre
requesiing fo get from Koshike Foundation, o the exdent that such essistance is granlead by Koshlka Foundstion. If the requested sssistance is nol granted
by Koshiks Foundation, in part or in full, then the Hospited reserves it's right to meke up tha shortfall from enother NGO orany otfesr source, This
confirmation essentially steles that the Hosplial will not avail any duplicate essistance for the same patlent/case from any aiher NGO or any other souros.
2} The essistance from Koshika Foundation is anly financia! in nature. The choice of the irestment/procedure sdvised/conductad by the Hospltal on the
patiend, is besed on the arangement between tha patient & the Hospital, and s in no way influenced by Koshika Foundation. Honce, the Hospltal will

agsuma solo & complete responsibliity of the treatment & IU's outcome & safety of the patient; and Koshika Foundation will have no role or respansibility
in the maliar,
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