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1} 1 hereby confirm tat &l delails in this Form are True 1o the Dest of my knowledge. Any false stalamant will render my Applicstion & ongoing assistance, 11 any,
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1} By afltxing my sgnature or thumb impression on this Farm, | (Applicant) hereby sgree & authorise Koshika Foundalion and IS Trustees 1o

uss/publishipul-upiroproducs my name, address, photo & dotails of the “purpose”, for which such sssistance s requesied/granted, through any

madium, Including but not lmited 10 verbal, print, slectronic, for soficiting donations for Koshika Foundation anafor disseminating information about it's

sctivitiesinchigwoments. Such use of my photo & detalls can be mads by Koshika Foundation before or after my treatmant or fulfifmant of the “purpose”
for which astisiance s baing reguested
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will not aulamatically salitle me lor recalving or conlinuing the sald assistance. The decision lor granting and/or contining the essistance will rast nolely
with the Trustess ol Keshika Foundefion, snd their decision is this regard will be final and accoplably 1o me
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AGREEMENT by HOSPITAL (vemm Em 1)
By affixing hereundar, signature of our Authorised Signatory for recommanding this case/palient for financial assistance lrom Koshika Foundation, we
. {Hospital) hereby affirm & accept foliowing:
1) that we nelther are presently nor will in fulune avall of financial assistance from ancther NGO or any othisr soutca, for the same patlenticase, as we are
requesting to gei from Koshiks Foundation, lo the extent thst such aasistance is granted by Koshike Foundation, If the requestad asslstance is not granled
by Hoshika Foundation, in part or in full, then the Hospital resorves 115 right to make up the shorttall from anather NGO or any other source. This
| confirmation escentially states that the Hoapital will not avall shy duplicste assistance for the same patlentcass from any other NGO of any olher sourcs
2) The assistance from Koshika Foundation is enly financial in nature: The choice of the freatmentiprocedure sdvisediconducted by the Hospitad on ihe
| patlent, s basnd on thi arangament betwean Lhe patient & the Hospital, and |s in no way Influenced by Koshika Foundation Herice, the Hospital wil

assume sole & compiete responsibiiity of the treatment & il's oulcoma & safety of the patiant, snd Keshika Foundation will have no role or responsibility
| in the matisr.
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