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1} | haraby confirm thal all doetalls in this Form sre Tres to the bast of my knowledge. Any false statomant will render my Application & ongoing essistanca, if any,
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AGREEMENT by APPLICANT (smiem g =)

1) By affixing my signature or Mumb Imprezsion on this Form, | (Apphcant) hereoy agree & authonse Koshika Foundation and It's Trustess to

use! publishvput-uplreproduce my neme, address, photo & details of the “purpose” for which such assistance is requested/granted, through any
médium, includlng bul not imited 1o verbal, print. slestronic. for saliciting donations for Koshika Foundalion andlor disseminating inforfation about i's
activitiesiachiavements. Such use of my photo & details can e made by Koshiks Foundaiion before or efter my treatment or fulliment of the “purposae”
for which asuislance is belng requested

2) 1 (Applicand ) lurther agres thal any such use af ny name. addrgss, photo & details of the "purpose”, for which such azslsiance is requestiedigranted,
will not sutematically enditle me for receiving or eontinuing the said assistance. The decision for graniing endfor confinuing the assistance will rest solely
with the Trustees of Koshika Foundstion, and thelr decision is this regard will b2 final and acceptable to me.
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AGREEMENT by HOSPITAL (7rAm &m i)

By affining hereunder, signature of our Authorised Signatary for recommanding this caseipatient for financial assislance from Koshiks Foundation, we
(Hospetal) hereby alffirm & sccopt following:

1) hist wee ivsither are prasantly pod wall i fulure avall ot financisl pssistance from anather NGO or any other sowrca, for the same patienticace, as we are
requesting 1o get from Koshika Foundation, to the estent that such assistance s granled by Koshika Foundation. If the requested assistance is nol granted
by Moshika Foundation, in part or in full, then the Hoapitsl reserves it's right 1o make up the shordali from snothar NGO or any olhar source. This
confirmation essentlally siates that the Hospital will not avall any duplicale assistance for the sama patienticase from any other NGO or any other source
7) The assistance from Keshika Foundstion |s anly financial in nature. The chaice of the treatmentprocedure advisediconducted by the Hospital on the
patient, s basad on the arangament between the patient & the Hospital, and is In noway influgnced by Koshika Foundation, Henee, the Hospltal will
assurme solp & complete responsibilily of the treatment & (S outcoms & safaty of the patient, snd Koshika Foundation will have no rofe or resparsiity
inthe matter
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