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1) | hereby corfinm thal all detads in this Form are True o the best of my knowisdgs Any falss statement will render my Application & ongoing assistance. if any,
hisble for rejection/cancailation

2} | solemnly confirm thal assistanca, |f recebved from Koshika Foundation. will be used anly for the "plreces”, as stated in this Form, far which such assistance
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AGREEMENT by APPLICANT (smee gm %)

1) By affixing my signaluse or thumb imprassion on this Form, | (Applicant] heraty agres & authorse Koshls Foundation and il's Trustees o
uselpublishiput-up/reproduce my name, address; pholo & detalls of the “purpese”, for which such assistance |s requested/grantad, through any
medium, including bul not lmied Lo verbal, print, slectronic, for saliciting donations for Koshika Foundation andfor disseminating infarmation about it's
activitiesfachisvements. Such wse af my pholo & details can be made by Koshika Foundation bafore or after my treatment or fullilment of the “purpose”
for which asssiance s Deing requested

2) | (Applicant) burther agrea that any such use of my name, sddress, pholo & details of the "purpose”, for which such sssistance s requestedigranted,
will not autematically sntitle me for receiving of cantinuing the said essistance. The decision for granting andior continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and their declsion (s this regard will be final and scceplable 1o me
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AGREEMENT by HOSPITAL (=i 3 il

By affiing beteundar, sigrature of our Authorised Signalary fof recommending ihls caselpatient for finangial assistance from Koshika Foundation, we
(Hospital) herety affirm & accept ollowing:

1) that we nefther are prasently nar will o frlure avall of fnanclal assistance from anolher NGO or any oiher sourcs, for the samao patisnl/casa. 83 we are
requesting o get from Koshika Foundation, (o the exdtenl Ihat such assistance is granted by Koshika Foundalion. If the requested Besisiance is not granted
by Koshika Foundation, in part or in full, then the Hespital reservas it's right to maka up the shortfall from enother NGO or any othar source, This
confirmation essentially states that the Hospital will nat &vall any duplicals assistance for the sama patient/case from any ather NGO or any other source-
2) The assistance lom Koshika Foundalion fs only financial in nature. The choice of the ireatment/procoedurs advisediconducted by the Hospital on the
patient, s based on the arangement betweean the patient & the Hospltal, snd s in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sola A camplele responsfbility of the treatmant & I's sutcoma & safaty of the pationt, snd Koshika Foundalion will have no role or responsibility
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