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1) | hareby confirm that all datads in this Form se Tree i the best of my knowledge. Any false staternent will render my Application & ongolng assistance, if any,
liatda lof rejection/cancedation

2) | salermby confirm that assistancs, f recerved from Koshika Foundation, will be used only for the "purpose”, as stated in this Form;, for which such assistance
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1) By afMaing my signaturs or thumb impression on this Farm, | (Applicant) hareby sgrae & authorise Koshika Foundation and it Trustess to

usepublish/pui-upireproduce my neme, sddress, pholo & detsids of the “purpose”. for which such sssistance is requestedigranted, through any

medum, including bul not imiled to verbal. pint, elecironic, for soliciting donalions for Koshika Foundation andior disseminaling inforemation aboul it's

activities/achirvaments. Such use ol my pholo & detaiis can be made by Koshiks Foundation bafore or after my treatmant or fuffiimant of the “purpose”
for which assistance m being requasted

2) | (Agpicant) furthes agree thet any such use of my name, sddress, photo & detalls of ihe "purpose”, for which such nasistance is requested/granied.

will not automatically sniifle me for recelvng of conlinuing thie seid assistance. The dscision for granting andior continuing the assistance will resl solaly
with the Trustees of Koshia Foundation, and thair decison |s this regard will be final snd acoeptable to me
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AGREEMENT by HOSPITAL (wssmm g W)

By affising hareunder, srgnature of our Authorsed Eiiqr':n!ur,- for racommanding this cassipatient for financial assistance from Kashika Foundation, we
(Hospital) hereby afflem & accapl following!

1) tha! we neither are resently not will I futue aval of financial assistarce from anolher NGO or any other source, for the same palient/case, 83 we ang
raguesling (o gat from Koshika Foungation, (o the extenl that such assstance is granted by Koshika Foundation. If the requesied assisiance is nol granied
by Koshika Foundation, i part or in full, then the Hospital reserves i's right to make up the shortfall from another NGO or any cther source. This
confirmation essentinlly stakes thal the Hospital will nol avall any duplicate assistance for ihe same patisntcase from any other NGO or any other source.
2) Tha sssistance from Koshika Foundation |s only financial in naturs, The choice of the reatmantiprocedure advised/conducted by the Hospital on tha
petent, is based on the srrangemant between the patient & the Hospitad, and i in no way influenced by Koshika Foundation, Hence, the Hospéal will
assume sole & complete maponsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundstion will have no role or responsibaity
in the: matter.
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