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1) 1 hereby confitm that all delalks in this Form are Trus 1o Ihe bes) of my knowksdge, Any false statement will render my Application & angoing assistance, if any,
liate [or eejeclionicanceliation,

2] | sobemnly confirm that assislance, if recaived from Koshika Feundation, will be used only for the “purpose”, as stated In this Farm, fer which such assistance

was requested by mig.
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1) By afilxing my signalura or Ihumb impréession on this Form, | {Applicant} herehy agree & authortse Koshika Faundallon and it's Trustees o
uselpublishiput-updreproduce my name, address, phala & datails of the rpurpusa”, for which such assislance is requestedfgranted, thraugh any
medium, including but not imited te verbal, prini, elegteanle, for soliciting donations for Koshike Foundation andfor disseminating informalion about il's
aclivitigsiachievements. Such use of my photo & detalls can be mads by Koshika Foundatien before or afler my Irealment of fulfilment of the “purpnge”
for which gssistance iz being requested.
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with Ihe Trustees of Koshika Feundation, and their decislan is this regard will be fnat and acceptatiy (o me.
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AGREEMENT by HOSPITAL (¥&maA M W)

By affixing hereunder, sigrature of our Authorisad Signalory far recornmending this cese/patient for inancial assislance from Keehika Foundation, we
{Haspital} hereby atfirm & sccapt [oliowing

1] that we neither are presently nor will 1n Lkgre avail of financial assistanca from snother NGO or any other source, for the same patient’case, as we ar
requesting 1o get from Koestika Foundation, 1o the extant that such assisiance is granled by Koshika Foundalion If the requesied assistanca is not qranted
by Keshika Foundatian, in par or in Wl 1han he Haospilal reserves i's right to make up ke shortall from ancther MG ar any other aource, This
confirmation essentially states thal the Hospital will not avail any duplicals asslstance for Ihe sarme patlenticass fram any ather NGO or any other sturce
Z) The assistanca from Kashika Feundation is only fimancial in nature, The ghoice of the reatment/procedura adviscdfeanducted by the Hospital on the
patient, is based on the amengemenl bebween the patient & the Hespilal, Bnd is In ne way Influenced by Keshika Foundation. Hence, the Haspital will
agsume sole & complete responsitlity of the treatment & iU's outcome & salety of the patiant, ard Koshika Foundation will have no roe or responsibility

in the matter.
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