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1) | herety confirm that all detads In this Form are True 1o the best of my knowledge Any Lalse stalemant will render my Application & sngeing atsistance, If any,
iakin for rejectionisanceliation )

2) | solemnly confirm that assistance, If recelved from Koshika Foundation. will be used only for the "purposa”, &5 stated (n this Form, for which such sssistance

wits raquested by me. .
3) | nerety confinm ihal | hav rot & will nod in futuire, avad of rembirsement, in par or in fll, rem any other sourcalermployeriingiirance company, of thve amount
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1) By affixing my signaturs of thumb impression on this Form, | (Applicant) hereby agres & aulhorise Koshiks Foundation and il's Trustees 1o
use/publish/pit-upirEproduce my nama, address, photo & details of the “purposs”, for which such assistance is requested/granied, through any
medium, ncluding bul vl imited fo verbal, prink, steclronic, for solicing donatlons for Koshia Foundafion ansdior disseminaling Fformation aboul It's
aclivies/achisvements. Such use of my phols & details can ba made by Keehika Foundation before or after my ireatmen| or fulfiiment of the "purpose”
for which assistance i beng requesiad

21 | (Appieant) further agree that any such use of my name, address, photo & details of the ‘purpose”. for which such assistance is requesied/granted,
will pet Butemiticilly anttla me for recerng oF contnuing tha smid assistance. The decision for granting andior continuing tha assistance will rest sclely
with the Trustess of Koshika Foundation, and their decisan i this segard will be final and accepiatie to me,
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AGREEMENT by HOSPITAL (Feams g %)

By affixing hereundar, mgnature of our Aulthorsed Sigratory for reseimmending this casa/patient for financeal assstance from Keshiks Foundation, we
[Hospital) hanstyy atfirm & sccept foliowing

1) that we nelther anm presently nor will in future 5l of finsncial assistance from another NGO o any other source, for the same patienticase, as we are
requesting 1o get from Koshika Foundation, 1o the axiend ha! such asssiance s granted by Koshika Foundation. If the reguested assisiance (s nol granied
iy Moshika Foundatian, in part or &= full, fien the Hospital reserves t's nght 1o make up the shortfall rom anothes NGO or any other source. This
confirmation essentnlly siates thet the Hospital wil nol avail sny duplicate essistance for (he same patisnticase from sny other NGO or any other source,
2) The assistance from Koshika Foundation s enly finarcial in nature. Thie chalce of ihe ireaiment/procedure advisediconducted by the Hospilal on the
patient, s bassad on e arangament etween (e patisnt § the Hospiml, snd (5 in no way influenced by Koshiks Foundation, Henca, tha Hospital will
assume sole & complets reaponsibility of ihe Weatment & if's oulcome & safety of the patient, and Koshikn Foundation will have no role of responsibility

in the mastar.
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