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1) | heraby condirm that all details in this Form am True o tee bestol my knowledge Any false statsmant will render my Application & ongoing assistance. it any,
liskie for rejaction/cancellation,

2) | solermnly confirm that assistance, Il recedved from Koshiks Folndation, will b uesd only fior the “purposs”, a8 stated In this Form, for which such assistance

was requested by me
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1} By affixing my sigratute or thumb impression an (his Form, | (Applican) heraby agree & authorise Koshika Foundabion and il's Trustees to
usefnublish/put-upireproduce my nsme, address, photo & detalls of the “purpesa”, for which such assistance s requestedigrantad, through any
medium, ncluding but not Imited to verbal, prnt, aledtronic, for soliciting donations for Keshika Foursdation andler dissaminating information about W's
sctivitiesachisvamants: Such use of my phete & delails can ba mads by Koshike Foundation before or after my freatment or lulfiimant of the “purpose’
for which assistance s being requestsd
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will net sutomatically sntilie me for teceiving o cantinuing the said #ssutance. The docision for granting andior continuing the essistance will rest solely
with the Trusises of Kosnika Foundation, and (har deceion 12 this regard will be final and acceptabile o me
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AGREEMENT by HOSPITAL (v=1mm 370 aR)
By affising harewnder, sgnature of our Authotized Signafory Tor recommending this case’patiznt for finarcial asgistance from Koshika Foundation, we
(Hospitat) Fefeby affirm & acoepl follawing
1] that we nedtbier are prassntly nor will In future avall of financial assisiance lrom anolhar NGO o any olher source, for the same patient/case. as we are
requasiing to gel from Koshika Foundation, 1 the exient that such sssistance is grantad by ¥oshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In part or in full, than ths Hospital reserves It's right to make up tha shortfall rom another NGO or any other saurea. This
confirmation essentislly states thal the Hospital will not ovall any duplicate assistance for the same patienticase from mny othar NGO or any other source.
2} The assmiancs from Koshika Foundation is only financial in nature, The choke of the lrestmentiprocedure pdvisedicanducisd by (he Hospital on the
pationt, Iz based on the srangement batwaien fha patient & the Hosplial, and is in no way influenced by Koshike Foundation, Hence, the Hogpital witl

assyme sole & complete responsiblity of the reatment & it's culcome & safety of the patient. and Koshiks Foundation will have no role or rasponsibility
in the matter
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