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1) | harpbry conderm il all detalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing asskslance, If any,
lighis for rejectionicanceliation.

2 | solemnly confirm that assistance. ¥ recalved from Koshiks Foundation, will be used only for the "puspose”. as stated in this Form. fior which such nesistance
was requesied by me
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and s Truslees to

wsa publishiput-up/reproduce My name, address, pholo & details of the “purpose”, for which such assistance is requested'granted. through any
medium, including bul not imited 1o werbal, print, electronic, for soficiting donations for Koshika Foundation and/or disseminating infarmation about it s
agiiviiesiachkrvements. Such use of my photo & detalis can boe made by Koshika Foundation before or after my ireatmient of fulliment of 1he “purpose”
for which assistance s being requesied.

2) | [Applcant) further agfee thal any such use of my name, address, photo & dalalls of Ihe “purpose”, for which such nasisiance |s requestedigranied,
will not sutomaticaily entitle me for receiving or continuing the said assistance, The decision for granting andior confinuing the assistanoe will res! solely
with this Trusiees of Koshika Foundation, and their declsion Is this regard will be finsl and accaptable to me.
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AGREEMENT by HOSPITAL (weime g0 wim)

By affixing hemunder, signature of our Authorised Sigrialory for recomimending this case/patient for financial assistance from Koshika Foundation, we
[HMospital) hirety affiem & accept following:

1) thint we nither ars presentty nor will in futurs ovall of fnancial esalstance from another NGO or any ofher scurce, for the same pafient/cass. ns we ane
requesting 1o gel from Koshiks Foundation, (o the extant that such assistance is grantad by Koshika Foundation. If the requested assistance (s nol granied
bry Moshius Foundation, in par of in full, then the Hospital ressenves it's right to make up the shartfall from anather NGO of any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patlent/case from any ather NGO or any olhar scurce
2] The masintance from Koghika Foundation s only Sinancial in nature. The choice of the ieatment/procedurs advised/canducted by the Hosptal on ha
patent, is based on the amangemant betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henoe, the Hoapital will

nssuma solo & complels responsibiity of the treatment & it's outoome & safety of the patient, snd Koshiks Foundation will heve no mie o reaponsibility
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