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1) | heeresby confirm (fat all detalls in this Form are True to the best of my knowbedge. Any false stafemant will render my Application & ongoing assistance, If any,
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Z) | solemnly confirm that assistance, i eceived from Koshika Foundation, will ba usad only for the “purpose”, a6 stated in this Form. for which such assistonce
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11 By affixing my signatura or ihumb impression on this Form, | (Applicant) heraby agres & sulthonse Koshika Foundation and it's Truslees (o

use/publishipul-upirepioduce my nams, address, photo & detalls of the "purpose”, for which such assistance |s requesied/granted, through any

mndium, including but not limited o verbal, prinl, alectmnic, Tar soliciting donations for Koshika Foundstion andior disseminaling information about it's

activites achievaments. Sech use of my photo & delails can be made by Koghixa Foundation bafore or after my treatment or fuifiiment of the “purpose”
for which assistance & being requesiad
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with the Trusiess of Koshika Foundation, and thar decismn is this regard will be final and acceptable o me
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AGREEMENT by HOSPITAL (7w &0 1)

By affisng hereundar, sigrature of our Authorised Signatory lor recommending ihis caseipatient for fnancial assistance from Koehika Foundation. we
(Hosgital) hereby affirm & accegt fallowing: )

1) that we nelther are prasently nos will in futuré avall of financial assistance from anothar NGO or any other source, lor the same patisnticase, 83 we are
raguesting to-gel lrom Koshika Foundaton, to the extent that such sssistance 18 granted by Koshika Foundation. If the requesied assistance is not granied
by Koshiks Foundation, in part or [ full, then the Hospital reserves t's right 1o make up the shartfall from another NGO or any other source. This
confirmation essentinlly states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Hoshika Foundation is only finsncial in nature. The cholce of the treatment/procedure advised/conducied by the Hospital on the
patient, is based on the amangemeant batween the patient & the Hosphtal, and is in no way influgnced by Koshika Foundation. Hence, the Hospital will
assume sole A complete responsitility of the trestmend & Vs outcome & safety of the pallent, and Koshiks Foundstion will have no rots or responsibllity
in the matter
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