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1) 1 hereby cordirm (Hat all datails in this Form ane True o he best of my knowhedga. Any fise statement will render my Application & ongoing assistance, i any,
liabie for rejectionicanceltation.

Z) | polamnly conlirm (hat assistance; if received from Koshiks Foundeton, will be used only for the “purpose”. as stated in this Form, for which such assisiance
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1} By affixing my signature of thumb impression on this Form, | (Applicam} heraby Bgree & authonses Keshika Foundation and r's Truslees 1o
uselfpublish/pul-uplreproduce my neme, address, pholo & detais of the "purpose”, for which such assistancs I8 requastad/grantad, through any
medium, including bul pot limbed o vartel, print, elactronic, for soliciling donations for Koshike Foundationsnd/or disseminating information aboul it's
activilestachvevemeants, Such use of my photo & delals can be made by Koshika Foundatian bafore o aftet my traatment or fulfimant of the “purpose’
for which assistance is being requestad

2) 1 (Applicani) furinat agres that any such use of my name, address, photo & detalls of the "purposa”, for which such essistance is requestedigranted,
will not mutomatically entitle me for recalving or continuing the sald asslstance, The declsion for granting antdor conlinuling Ihe asststance will rest solely
with the Trustess of Koshika Foundation, and ther decision is this regard will be final and ncceptable to me.
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AGREEMENT by HOSPITAL (Fwmm fr i)

By affaing Bereunder, slonature of our Authorsed Signatory for racommanding this casefpatient lor financial assistance from Koshika Foundation, we
(Hospltal) hersby affitm & accap 1alwing:

1) that we nelther gre presently nar will in future avall of financial assistance ifom anglher NGO or any olher sourca, for the sams patient/case, as we are
requesting to get from Koshika Foundation, to the extant that such assstance s granted by Koshika Foundation, if the requested assistance is nol granted
by Koehika Foundation, in part o in full, ihen the Hospital reservas iEs right 1o make wp iha shortfall from another NGO or any other source. This
confiemation essentislly states that the Hospital will nal avall any duplicate sselstance for the same patient/case Irom any ather NGO or any athar solrce.
2) The essisiance lrom Keshike Foundation |s anly financial in natura, Tha choica of the treatmentiprocedure advisediconducted by the Hespital on the
patlant, is based on the erangamant batween the patlent & the Hospital, and |s in no way influenced by Koshlka Foundation, Hence, the Hospital will
gssume sole & complets nespansibility of tha teatment & it's outcome & safely of the patient, and Koshika Foundation will have no role or responsibifity
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