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1) 1 hereby confirm that all datpily in this Form are True © the bast of my knowledge. Ay false statemant will rendar my Application & ongoing 2ssistance. iFany.
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2) | solammnly confirm that assistance. if recaivad from Koshika Foundation. will bs used only far the "purpose”, 2 stated in this Form, lor which such assistance
was requesied by me
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1) By affalng my sigralure or thumb impressian o0 this Foem, | (Aaplicant | hetaby agres & suthorisa Kashika Founastion and s Trustoes to

usalpublish/pul-spfreproduce my name, address, pholo & detsiis of the “purpose”, for which such assistance I8 requested/granted, through any

madium, including but not limited 1o verbal, prnt, alacironic, for soliciting donations for Koshika Foundation andior disseminating information aboul its

activitieslachievements. Such use of my pholo & detalls can be meds by Koshika Foundation tefore or aftar my reiment o fulfiiment of the “purpese”
lor which assistance s belng requesied

2) | (Appheant) further sgies hat any such ase of my nome, sddiess. phota & detaits of the “purpose”, for which such assistence is requestedigranted,
will not automaticatly antitle ma far recelving of continulrg the sald puslstance. The decision for grenting and/or confinuing the assistance will rest solely
with the Trusiees of Koshlka Foundatlon, and (hait decision |8 this regard will ba firdl snd accaptabile o me.
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AGREEMENT by HOSPITAL {weree B/ #0)

By afining heraundad, signature of our Authonead Sgnatory for recommending ihis cose/patient for financial assistance from Koshike Foundation, we
{Hospital) herabiy allirm & accapl lollowing

1) s we niojther are grasantty nonwill in fulure avall of finencial sssistence from another NGO or any ofher source, for the same palienlcE2E, @8 We 8re
raquesting 1o get from Koshika Foundation, (o the eatent that such assistance is granted by Koshika Foundation | the requesied sssistance is not granted
try Koshika Foundation, in part o in full, than the Hospital reserves it's nght to maka up the shortfall from ancther NGO or any other sourca. This
confirmation nesentally statos that the Hospite) will not aveil any duglicate essistance for the same patient/caze from any olher NGO or any ofher source.
2 The esststance from Koshika Foundation is only financial in nature. The choice of the ireatmant/procedure sdvisediconducted by the Hospital on the
patlent, is bazed on the arangement between the patiant & the Hosplial, and i In no way Influenced by Koshika Foundation, Hencs, the Hespital will
assume soie & complete responsibility of the teatment & ITs outcome & safely of the patient, and Koshika Foundation will have no role or responsibiiity
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