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1)1 herety confiem that e dolads In this Form are True 1 the best of my knewledge. Any false statement will ronder my Applcalion & ongoing assistanca, £ any,
Tabio kx repectonicanceliation

2) 1 sclemely confiem that assistance, If recolved from Kashika Foundation, will be used omy for the “purpose”, as stated in this Form, for which such assistance
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AGREEMENT by APPLICANT (s0dce pu wot)

1) By affxng my signature o Bemb smpression on Bis Form, | (Appicant) hereby agree & authorise Koshika Foundation and Its Trustess to
US&/pUblISNDUt LpTeprosuce my name, address, photo & detals of the “purpose”, for which such assistance s roquestedigranted, trough any
medium, ncluding but not limited 1o verdal, prnt, alactronic, for solciting donations for Keshika Foundation and/or dssaminating informaton about it's
acthvities/achiovemants. Such use of my photo & detals can be made by Koshika Foundation before or aflor my trostment of lifimant of the “perpose”
for which assistance is baing requested.

2) 1 (Appiicant) huthar agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance & roguestod/granted,
will not aulcmatically entiie me for receiving of continuing the said assistance. The decision lor grantiag andior contnuing e assistance will rest sololy
with the Trustees of Koshka Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (v39a@ U0 %)

By affixing hereunder, signature of cur Authorsad Signalory for recommeanding s casa/patient for financial assisisnce from Koshika Foundation, we
(Hospital) hereby affirm & accept foSowing

1) Bat we noithes are presantly nor will in fulure avied of linancial smslstance from another NGO or any other source, for the same palienticase, as we ae
requesting to get from Koshies Foundston, 10 the extent that such assistance is grantad by Koshika Feundaton. If he reguested sssistance i not granted
by Kashika Foundation, in part or in R, then the Hospital reserves it's right to make up the shortfall from ancther NGO or any other source. This
confiemation essentally statos hat the Hospital wil nol avad any duplicate assstance lor the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation i only faancial in asture. The choice of the treatment/procedure advised/conducted by the Mospital on the
patent, it bared on the arangement botwoen the pationt & the Hospital, and i 1 no way influenced by Koshika Foundation. Hence, the Hospial will
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