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1) | hareby confiem (hal all dotals in this Form are True to the best of my knowledge Any false statoment wil render my Application & ongolng assistance, If any,
lisble for ressstion/canceilation

2} | nolemanty confirm thal assistance, If received from Hoshika Foundation, will be used only for the “purposs’, as stated In this Form, for which such assistance
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1) By affuing my signature or thumb impression on this Form, | (Applicant) heraby sgree & suthorise Koshiks Foundalion and II's Trustess (o
useipublishiput.upimproduce my name, address, pholo & datalls of tho “purpose”, for which such ssalstance is requesiedigranted, through any
medium, including but not limited fo verbal, print, electronic, for soliciting donafions lor Keshika Foundation and/or disseminating information about it's

sctivities/achievements. Such use of my pholo & details can be made by Koshike Foundation balore or afiar my treatment or fulliment of the *purpose”
for which assistance ls being requesied,

2) | [Applicant) further agrae that any such use of my name, sddress, photo & delalls of the "purposs”, lor which such sssistance is requestad/granisd,
will not automaticalty entitie me for receiving or continuing the seid assistance The decision for granting and/or condinuing the eesistance will rest solaly
with the Trusiees of Kouhika Foundation, and their decksion is this regard will be final and acceplable io me.
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AGREEMENT by HOSPITAL (wwms pU wTL)

By affixing hereunder, nignalure of our Autharised Signatory lor recommanding this case/palient los inancinl sasistance from Koshia Foundation, we
(Hospital) herstry affirm & accept

1) that we noither are presently nos will in future ovail of financlal assivtence from anolher NGO or any other souros, for the same pallenticate, as wi are
requesting ko gel from Keshika Foundation, 1o the extent Ihat such assistance is granied by Kashika Foundation, If the requesied assistance is not gramted
by Koshika Foundation. in part o in full, then the Hospital reserves s right to make up the sharfsll from another NGO of any other source, This
confirmation essentially sistes hat the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other sourcs.
) Tho swsistance from Koshika Foundation is anly finuncial in nature. The choico of the reatmentprocedure advised/conducted by ihe Hasptal on e
patien, is basad on the smangemant betwoan the patlent & the Hespllal, and i In no way influsnced by Kostwka Foundation. Hence, the Hospital will
mnsurs #olo & complate responeibility of the treatment & i's cutcome & safety of the patiant. snd Koshike Foundation will have no role or responaibility
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