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1} | harsby confirm thet ali detalis in thie Form are Trie to the best of my knowledge Any faise statement will render my Application & ongoing assistance, if any,
fiable for rejectionicanceliation.

2) | selemnly confinm that assistance, f raceivad from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, for which such assistance

was requested by me
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AGREEMENT by APPLICANT ( sm% gm ¥71)

1} By affixing my signaiure or thumb impression on thia Form, | {Appllcant) hereby agree & aulhotse Koshika Foundation and it's Trustess o
useipublishipul-upiraproduce my name, address, phato & details of the “purpose”, for which such assistance is requestedigranted, through any
madium, inchading but nol Bmsted to verbal, print, aloctronic, for saliciting donations for Koshiks Foundation and/or dissaminating information about it's
sctivities’achisvemants. Such usa of my photo & detaila can be mads by Keshika Foundation before or after my trestment or fulfilment of the “purposa”
for which sssistance is being reguesiad.

2) | (Applicant) further agree thal ony such use-of my rame, addrass, pholo & details of the “purpose”. for which such assislance is requested/granted,
will net automaticadly entilie me for receiving o confinuing the said essstance, The decision for granting andlor confinuing the essistance will rest salaly
wiith the Trusless of Koshika Foundation, and thelr dacielan ls this egard will be firal snd acceplable o me.
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AGREEMENT by HOSPITAL (weme 3w W)

By affixing rereunder, signature of our Authorised Signatory for recommanding this caseipatient for financial assistance from Koshika Foundation, we
(Hospitad) hersby affrm & accapl following:

1} that we neithar are presantly nor will in fulure avell of inanciol essistance from aaother NGO of 8ny offes source, for (ha same patient/case, &3 we bre
requesting to get from Koshika Foundation, (o the extent that such assislance s granted by Koshika Foundation, Il the requesied assistance |s nol granted
by Koshika Foundabion. In part or in full, then the Hospital reseeves |'s right 1o make up the shonfall from another NGO or any other source. This
confirmation essentially states that the Hospital will nol svall any duplicate asslstance for the same patianl/case from any othar NGO or any ofher source.
2) Tha essistance from Koshiks Foundation is only fmsncial in natura. Tha cheice of the ireatmentiprocedure advisadiconducied by the Hospital on the
patisnt, ks based on the amangement between the patient & the Hospital, and |s In no way influenced by Koshika Foundation, Hence, the Hespital will
assume scle & complete responsiblity of the trestment & it's outcoma & safety of the patient, and Koshiks Foundation will have no role or respansibility

Irv thes matter.
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