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1) I hevreby confirm fhat a deiaits in this Form are True to he best of my knowledge. Any faise statement will render my Application & ongaing nssistance, if any;
liabile for rejection/cancailalion

2] | solemnly confirm thet assisiones, f recaived from Koshile Foundation, will be used only for the “purposs”, as stated In this Form; far which such assistance

wars requested by me

3) | heraby condirm that | have not & will notin future, avail of reimbursement, in part ot In B, from any oftwr soutce/employsriniursnce company, of the amount

for which this assistance is requested
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1) By affixing my signature ar thurmb Impression en this Fom, | [Applicant) hereby sgree & authorise Koshika Foundation and ii's Trusloes 1o
use/publish/pul-Upireproduce my nams, addross, pholo & details of the “purpose”, for which such assistance Is requestedigranted, through any
medium, including bul not fimited to varbal, print, electronic, for soliching donations for Koshike Foundation andior disssminaling infarmation about Ii's
aciivilies/athievements Such use of my photo & detalls can be made by Koshika Foundation bafore or afier my treatment or fulfliment of ihe “purposs”
for which assisiance ls baing requested

2} | (Applicant) further agres that any such use of my name, address, pholo & datalls of the "purpose”, for which such aesistenie i requeatadigrantad,
will nat automatically antitie me for receiving or continuing tve said assistance. The decision for granting andior continukng the assistence will ras) solaly
with tha Trustess of Koahika Foundation, and their decision is this regard will be final and acceptable 1o me
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AGREEMENT by HOSPITAL (wemm gm W)

By niffieing horeunder, signalure of our Authorised Signatory for recommanding this case/patient for linancial assistance from Koshika Fouridation, we
{Hospital) haraby affirm & accep! lollowing:

1) that we neither are presently nor will in future avail of finencial asskstance fram anothar NGO of any other sdurce, for the same palient/case, as we are
refuesting 1o get from Koshika Foundallon, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Kashika Foundallan, in pan of in full, ihen the Hospital reserves i's right 1o make up the shortfall fram another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance far the same patient/cane from any othar NGO or any olher source
2} Tha assislance from Koshikg Foundation s only financial In nature. The cholce of the resimentprocedure advisediconducted by thi Hospital on the
patient, ln based on the armngement batwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
Essume sclo & complele responsibility of the treatment & it's outcome & safaty of the patlent, and Koshiks Foundation wil have no role or responsinifity
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