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1) | hereby confinn that all details in Uiz Formars True to the best of my knowledgae, Any false statement will render my Appiicatian & ong
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2) | soiemnly confirm thet essstance, | reczived from Koshika Foundation, will b2 usad only for the "purpase”, as stated in this Foem, for which
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1} By afiiking my signature or thumb impression on [his Ferm, | (Applicant) hareby agree & authorise Kashlka Foundation and it's Trustees to
usaipublishipul-uplrepraduce my name, addrese, photo & detsils of tha "purpose”, for which such essistance is raguesiad/granted, through any
medium, including but oot iimited fo verbal, print, slectronis, far saliclling dorations for Koshixa Foundation endfor disseminating information about it's
sctiviliesizshievements, Such vse af my phole & delals can be mads by Koeshika Foundstion before or alier my treatment or fullliment of the “purpose”
far which assislance is being requesled.
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will ot auternatically endtle me for receiving of confinuing the said sssistancs. The decision for grenting endlor continuing the essistance will rest solely
with the Trustees of Koshss Foundaticen, and thelr declsien I this regard will ba finz| and accoptabls o ma.
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AGREEMENT by HOSPITAL (Tvmm 50 F=) !

By elfixing harsunder, signature of our Aulhorised Signatary for recommending this cesefpatient for financkal @ssistance from Koshika Foundation, we
{Hospita!) hecety affirm & agcept following:
1y that we neilher are prosantly nor will In fuluso avall of financial assistance from another NGO or any other source, lor-the same palienticase, as wo are
requesling 1o get from Kozhike Foundation, (o the extent that stich assistanoe is granted by Koshika Foundation, If the requesled assistance is ol graned
by Keshike Faundation, in parl or in full, then ihe Hoepital reserves it's right to make up the shorifell from another NGO or any othar source. This
confirmatlen essenilally slates that the Hosplial wil not avall any duplicate s=sistance for the sama potienl'case from any other NGO or any olther source,
2) The aesisianca from Koshiza Foundation is only financial in nzture. The chvice of the ireatmentprocedurs advisediconducted by the Hospital on the
pallenl, s based on the arrargemant between the patient & fhe Hospilal, snd is in no way infuenced by Keshika Foundztion, Hence, the Hespital will
assume sole & complete responsitdlity of the reatment & it's outcome & sefaty of the patient, and Kashika Foundation will have no role or responzibility
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