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1) | hereby confirm that all detalls in this Form are True fo the best of my knowkedge. Any false stalament will render my Application & ongoing assistance, If any,
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2} | zolemnly confirm that assistance, o received from Koshika Foundation, will be used only for the “purpose’, a5 stoted in this Form, for which such assistance
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for which this assistance is requested
1) 3 v o f e w2 T o fe S0 s s w o w b ot w feron o we s T o € @ 4 e fam v W e |
2) W g W W ofn Cwt s, 4 o = 0 e e v st ) g 8 o fewm e, @ W owes d moma b

3) & yfe wvm { e form s vy v i @ nf €, 36 o s s w e e e s sl sk @ 2 @ e € soa R ofe 2 o

AGREEMENT by APPLICANT | 59ew 510 %17)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and it's Trustees o
use/publishipul-up/reproduce my name, address, pholo & details of the “purpese”, for which such assistance is requestedigranted, through any
medium, including bul not imited 1o verbal, prinl, electronlc. for soliciting donations for Koshika Foundation andlor disseminating information aboul it's
aclivilies/schigvements, Such use of my photo & details can be made by Kashika Foundation before of after my treatment or fulfiimant of the “purpose”
for which assistance & being reguested
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By afling horeunder, signature of our Authorised Signatory lor recommending this caso/pationt for financiat assistance frem Koshika Foundation, wa
{Hospital) hereby affirm & acoept following
1) that we neither ore presently nos will in future avail of financial assistance from ancther NGO or any other source, for the same patienticase, &5 we are
requesting Lo gal from Koshika Foundatien, 1o the extent thal such assistance is granted by Koshika Foundaticn, If the requested assistance is not granted
by Kishika Fourdation, in part or in full, then the Hospial reserves it's right o maka up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospitsl will nol avail any duplicate assistance for the same patlent/case from any other NGO or any olher source.
2} The assistance from Koshika Foundation is only financial in nature. The choloe of the ireatment/procedure advised/conducied by the Hospital on the
patient, Is based on the smangament between the patiant & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

egsume sohe & complate responsibility of the treatment & it's outcome & safely of the patient, and Koshika Foundation will have no rale or responsibifity
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