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1) | haraby canfirm thal all detalis inthis Form sra True o the best of my Knowledge, Any false stalement will render my Application & ongaing assistance, If any,
iable for rejoction/cancedlstion.

2) | sotemnly canfiem that assistance, if receivad from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requesied by me.
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1) By affiing my signatuss or thumb impression on this Form, | (Agplicant) hereby agres & authonse ¥oshika Eoundation snd |i's Trusiees to

uselpublishipul-upireproduce my name, addrass, phato & datalls of the "purposs”. for which such assistance is requasted/granted, through any

medium, mcluding but not limited to verbal, prini, electronic, for saficiting donations for Koshika Foundation andfor disseminating information about i's

acilvitlesiachievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment of fulflimant ol the "purpose”
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will not sutomaticaly entitle me for recelving o centinuing the said assisiance. The declsion for granting and/or confinuing the assistance will rest solely
wilh thae Trustees of Kashika Foundaton, and thalr decision k2 this regard will be finai and accaptabla 1 me.
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AGREEMENT by HOSPITAL (vt gRARY).

By affixing heraunder, signalure of our Authorsed Signatory for recommending this caselpatien! for M rang
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1] that we neithier wre procently nor will in future aveil of financial assistance from anolher NGO or @ny othar source, for the sama patiant/case, 88 Wa ane
requasting to get from Koshika Foundation, to the exten! that such assistance is granied by Keshika Feundation, If the requested assistance is not granted
by Koshika Foundation, in pert or in full, then the Hospital reserves it's rght 1o make up the shortall irom another NGO or any other source. This
confirmalion essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or ary athsr sourca.
7] The assistanoe from Koshika Foundation is enly financial in nature. The choice of ihe trestment/procedure advisediconducted by the Hospital on the
patiant, is based on the arangement between the patient & the Hospital, and s in no way Influenced by Koshika Foundation, Hence, the Hespital will
pssume soke & complete responsibility of the treatment & i's outcome & safety of the patient, and Koshika Foundation will Have no role or rmsponsibifity
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