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1] | hersty confirm thet sil gatalds in this Form ore True to the best of my knowledge. Any false siatement will render my Application & ongeing assistance, if any,
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AGREEMENT by APPLICANT (wr=es 1m wiF)

1} By affixing my signaturs ar thumb Impresslon on this Form. | (Appiicant) hereby sgres & sulharise Koshiks Foundation and s Trustess to
usalpiibtishiput-upieprodoée my name, address, phols & detalls of the “purpese”, for which such assisisnes is requastadiprantad, through any
madium, wehding but not limited 10 verbal, print, slectronic, for soliclling donabions for Keshika Foundation and/or disseminating Information about its
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AGREEMENT by HOSPITAL (¥59ArS §1W %70)

By affing hareundsr, signature of our Authonsed Signatory for recommending ihis caseipatent for financial ass:istance from Koshika Foundation, we
{Hospialj hereby affirm & accepl following:

1) thal wa neithar are presanily nor will In future avall of inancial assslance from another NGO or any olher source, for the sama patient/case, as we are
requesting to gel from Koshika Foundation, to thie extent that such sssistance s granted by Keshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part oc in full, then the Hoapital reserves it's nght o make wp ihe shortfall from ancther NGO or any olher source. This
confirmalion essenlially stains that ihve Hospital will not svall any duplicate assistance for the same patienticase from any other NGO or any othar source.
2} The assistance from Koshika Foundation is anly inancial in nature, The choice of the trestmentfrecedurs advisedioonducied by the Hospital on the
patienl, ks based on the amsngement batween the patiant & the Hespital, and |s in no way influsnced by Koshike Foundation, Hence, tha Hospital will
assume sole & compleis responsibiiity of the trealment & iU's cutcome & sefety of the patient, and Koshika Foundation will have no rols or responsibility
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