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1) | horety confiem Tt o Setals In (s Form are True 10 the best of my knowledge. Any false stalement will rencier my Application & ongoing assistance, )
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1) Uy afliong my sgnature of thumbd Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and &'s Trustees lo

e pubish/put-upireproduce my name, address, photo & detalls of the “purpose’, for which such assisiance is requestadigranied, through any
mecwum, mciuding but not Smeted to verbal, print, glectronic, for soiciling donations for Koshika Foundaticn andlor disseminating information about it's
actvbes/achiavernents. Such use of my photo & detalls can be made by Koshika Foundation bofore or after my treatment of fulfiment of the “purpose”
for wruch assistance i deing requested

2)1 (Apphicant) further agree that any such use of my name, adoress, photo & detalls of Iha “purpose”, for which such assistance is requested/granted,
will not aulomstically eatitie me for recahving or cortinuing the said assstance. The dacssion for granting and'or continging the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this rogard wil De final and acoeptable 1o me.
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AGREEMENT by HOSPITAL (wismm pm wit)

By affixing hereunder, wnlmo!wrhumnud Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospitad) heraby offem & pocept

|n-atnnolwmMwthucm!oIWMMmWNGOvmoMm for ihe same patieniicase, as we are
requasting 10 gt from Koshika Foundaticn, 10 the exiant that such assistance Is granted by Koshika Foundation. If the requosiad assistance is not granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO c¢ any other source This
sonfirmation essentially stales that the Hospital will not avail any duplcate assistance for the same patient/'case from any cther NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatmentiprocedure advisediconducied by the Hospital on the
patent, is based on the arrangement betweon the pationt & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete responsibility of the troatment & it's outcome & safety of the patient, and Koshika Foundation will have no role o responsibilty

in the matter
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