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13| hereby confimm that all datails in this Form are True lo the best of my knowisdge. Any false sialemen: will rendar my Applicatan
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2) | solemnly confirrn that sssistance, if received from Koshika Foundation, wil be used only for the “purpose”, &9 stated In this Form,
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1) By affiing my signature or thumb impressian en Iis Form, | (Applisant) hereby agree & aulnoriss Koshika Foundation and if's Trusteas o
use/publish/pul-upireproduce my name, address, phate & delils of the “purpose”, for whlch sich sssistancs s requestadigranted, through any
medium, Including bul nat limited 1o veral, pnt, electronic, for sollziting donstions for Koshika Faundztion and/or disseminzling information about it's
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wiith the Trustess of Koshika Fourdation, and their decision iz this regard will be fingl ard accaptabls to me.
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AGREEMENT iy HOSPITAL (Btmmt oo =4%)
By affixing tereundsr, slignsture of cur Aulharised Slgnatary for recommanding this casafpatient for financial assistance from Koshika Foundstion, we
{Hezpitak) hereby affirm & accepl following:
1) thal we nsilner are prasenlly nar wiil in fulure avall of (inancial assistanca from anather NGO or any olher source, for tha same palient/case, as wa are
raquasting lo get from Koshika Faundation, b the extent that such assistanca Is granled by Koshika Fourdation, If lhe requested zssistance is not granted
by Koshika Feurdatlon, In part or In full, than the Hosplial resarves it's nght ta make ua tha shorttail from another NGO or any aiher souree. Thig
confinmation essenially statos that the Hospilal wil not avell any duplicate aesislance for the same patianticase from any alber NGO or any olher source,
2) The gesislance from Koshika Foundation Is only financial in nature, The cholca of the testmentiprocedure advisadiconducted by the Hospital on the
patlent, ks based on the amangemant belwesn ths paliont & (fe Hospital, and i< in no way infuenced by Koshika Foundation, Henes, the Hispital will
assume sole & complste respensibility of the irestment & e suttome & safety of the raliant, and Koshika Foundzation wil have na rale or respansibiflty
in the mater.
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