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111 hareby confirm thist all detalls in this Form are True to the best of my knowledge. Ary false ststemant will rendes my Application & angolng assistance, If any,
lable for rejectonicancaliation.

2| | safemnly confirm thal assistance, if received from Koshika Foundation, will be used only for the "purpnse’, as stated in this Form, for which such assistance

was refuested by me
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1) By aMixing my signalure or thumb impression gn this Form, | [Applicant) heraty agras & authorise Koshike Foundation and it's Trustess to
usaipublishiput-upiregroduce my name. address, phoio & details of the “purpese”, for which such assistance |s requasted/granted, through any
medium, Inclading but not Bmited to werbal, print. electronls, for salicling donations for Koshika Foundalion andfor disseminating information abaut iI's
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AGREEMENT by HOSPITAL (wenms E1T W)

By affiuing hereunder, sighature of our Authersed Slgnatary for recommanding thig casalpatiant for financial assistance from Koshika Foundation, we
{Hospitai) heraby aflirm & acoept following

1) that we neliher s prasently nor will in fulure avail of financial assistance from anather NGO or any othier source, lar the same patienticass, as we are
mquesting tn get from Koshika Foundation, (o the edtent that such assistance (s granted by Koshika Foundation. If the requested assistance is nol granied
by Koshika Foundstion, In part or in full, then the Hospital reserves (s righl to make up the shortfall from ancther NGO or any other source. This
confirmalion essentially states that the Haspital will not avall any duplicale assistance for the same patient/case from any other NGO or any other source,
7} The assistance from Koshika Foundation is only fnancial in nature, The chaboe of the ireatment/procedure advisad/conducied by the Hospital on the
patienl, is based on the smangement between the patent & the Hoespital, and is in no way inflienced by Koshika Foundation. Hence, the Haspital will
assume sole & complete responsibility of the treatmant & Ii's oulcome & sataty af the patient, snd Koshlka Foundstion will have no rale or resparsibiiity

in the miatier.
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