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11| hereby confirm thal all details in this Form are True 1o the bast ol my knowiedge. Any false stalemearl will render my Applicatian & ongoing assistancs, If any,
liable for rajectionfcancellalion,
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AGREEMENT by APPLICANT ( sT® T 5TF)

1) By aflixing my signalure or Inumb Imprasgion on this Form, | {Applizant} haraby agree & aulhorize Koshika Feundalion and iv's Truslaes 1o
uselpublish/put-upitepraducs my name, address, photo & delails of the "purpose”, for which such assistanca Is requested/granted, through any
medinm, including dul Aet limited lo vertal, print, alacironic, for salleiting donations [r Koshika Foundatlon andior disseminating information about it's
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far which assistance s being regueshad.
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AGREEMENT by HOSPITAL (¥==m §R F0}

By atfiaing hereundsar, signature of our Authorisad Signalory for recommending this casedpatien lor financial assistance from Koshika Foundation, we
{Haspital) haraby alfim & accept lollowing:

1} that we meilher grg presanty nor will In Liyrs avail of financial assistance fram angther NGO or any cther source, for the game palient/'case, as wa are
requesting ko get from Koshika Foundation, 1o the sxtant thal such assistance is granted by Koshika Foundalien. |f the requesied assislance is not granied
by Koshika Foundation, in par or |n [ull, 1hen the Hospifal researves il's right to trake up the shortfall from another NGO ar any other soufca This
confirmation assentlally states that the Muspital will nol aveil eny duplicate assisianes for the same patlentcasa from any ¢lhar NGO or any giher source
2] The assistance from Kashika Foundation is gnly fimancial in nature, The choice of the reatmantiprocedurs advisedfconductsd by the Hospital on the
patient, is basad on the amangemenl barwesn the patlenl & the Hospilal, end is in no way Influenced by Koshika Foundation. Hence, the Hespital will
azsume saie & complela responsibility of the trealment & it's outcome & safely of the patlent, and Koshike Foundation will have na role or res pansitility
in the matlor.
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