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1} hereby conliem that ali details in this Form are True 10 the best of My knowiedge Any false statement wilf render my Application & ongoing assisianck, i any
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1) By affixing my signalure or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
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aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmeni of fulliiment of the "purpo_se"
for which assislance is being requested.
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AGREEMENT by HOSPITAL (¥emmt g Fm)

By afiixing hereunder, signalure of our Authorised Signatory for fecommending this Case/palient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl following: -

1) that we neither are presently nor will in futyre avail of financial assislance from another NGO or any other source, for the same Patientcase, as we are
requesling lo get from Koshika Foundation, I ihe exten thal such assistance (s 9ranled by Koshika Foundation. If the requested assistance is nof granted
by Koshika Foundation, in part o in (ull, then the Hospilal reserves ir's nght 1a make up the shorlfall lrom another NGO or any other source. This
condirmation essentially states thal he Hospilal will not avai| any duplicale assistance for the same palient/case from any other NGO or any ather source.
2j The assistance from Kushika Foundalion is only financial i nature. The choice of the treatmenl/procedure advisediconducted by the Hospital on the
patient. is based un the arrangement between the patient & the Hospital, ang i5 in no way influenced by Koshika Foundation. Hence, the Hospital wil

assume sole & complele responsibilily of the (reatmen & I's qutcome & salety of the patient. ang Koshika Foundaltion will have no role or responsibinty
m lhe matler.
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