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1) I hereby confirm thal all datails in this Form are True o the best of my knowledpe. Any false statement will rander my Application & ongoing assistance, if any,
liabte for rejection/cancellation.
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1) By affixing my signature or thumb imprassion on this Form, | (&pplicant) hersby agree & authorise Koshika Foundation and It's Trusteas to
uselpublishipul-upfreproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not Gmited to verbal, print, electronic, for scliciting donations for Koshika Founrdation andfor disseminating information about it's
activitiesiachievemants, Such use of my pholo & details can be mads by Koshika Foundation before or after my treatment or fulfiment of the “purposa”
for which assistance is being requasiad,
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will not aulamatically entitie me for receiving or continuing the said assistance. The decision for granting and/or canlinuing the assistance will rest salely
with the Trustees of Koshika Foundstion, and their dedsion is this regard will be final and acceptable to me.

1) TE Uy T AT Er w S W o, § () s w9 ofe w o o i oRdve o ane il " = afese w0 € T T m,
T, W ai w e we v i f e Y w sl o, e TE e o S il s avefers # fed feel o e e

& et W w fan afea 1 0 T T 4 e S ueE A aw ) we e it weee T |5 = s )

3} 0 (sEE) 8 AW 0 TEEA EfE U AW, T, S s fe | fe weew R TRl 2 e ¥ qg v weee W R T S o w=e |
Wit T Tee St W Fle SR s el g

APPLICANT'S SIGHATURE OR LEFT THUMSB IMPRESSION :
i W wen W A & Fe =

AGREEMENT by HOSPITAL (79 & F1H)

By affixing hereunder, signaturs of our Authensed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospltal) heraby affirm & accept foliowing:

1) that we nefther are presently nor will in fulure avall of financial assistance from another NGO or any other source, for the same pafient/case, as we are
roguesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requesled assistance is not granted
iy Koshika Foundation, in part or in full, then the Hospital reserves it's right 1a make up the shortfall from another NGO or any other saurce. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO ar any other source,
2) The assistance from Koshika Foundation is anly financial in nature, The choice of the treatmant/procedure advisediconducted by the Hospital on the
palient, Is basad on the amangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sola & complale respansibiity of the traatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or respansibility
in the matier,
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