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1)/ | hoveby confirm that all details b this Fom sre True Lo the bost of my knowiedge. Any Ratse statamssnt will render my Applicalion & ongeing assistance, I any,
llatile for rejectionicancaiintion.

2} | salemnly condirm that assistance, |f recaived trom Koshika Foundation, wil ba iSed only for the "purposs”, ae stated in thisForm, for which gueh asaistance
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1 By affwing my sigrature or thumb impression on this Farm. | {Applicant) hershy agree & sulhearise Keshika Foundation-and il's Truslees (o
uselpublishiput-upireptoduce my Aame, address, photo & delalls of the "purpese”, for which sych assistance is requested/grantod, thiough any
medium, Induding bt not limited 1o verbal, print, slecironiz, for seliniing donations far Koshika Foundalion andlor disseminatling information about iU's
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with ihe Trustees of Koshika Foundution, and thair decision s this regard will be final and scceptable to me.
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- AGREEMENT by HOSPITAL (%rui & %ir)
By affining hereunder, sigmature of our Authorised Signatory for moommending this casalpatient far firmncial assistance from Koshile Foundation, we
{Hospital) hereby atflirm & accapt fallowing:
1) thit we nolther are presently nor will in fulure avall of linancial asslstance from anatiier NGO or any other source, for he same patientcase, #s we ore
requesting lo get rom Koshiks Foundation, to the extant that such assistance is granted by Kpshika Foundation, |l the requested assistance is nol granted
by Koshika Foundation, i purt or in full, then the: Hospltal reservas I's right to maks up tha shortfall from anather NGO or any otfier sourca. This
canlirmaton essentiatly states that the Hospital will not avail any duplicate ssalatance for the same patknticass from any olher NGO or any olher source
27 The asstsfance from Koshika Foundation |s only financial in natute. The choice of the treatment/procedure sdvised/conducled by the Hospaal on the
patiant, Is rased on the arrangement butween the palient & the Hospital, and i in no way influenced by Koshika Faundation: Hence, the Hospital will
assume soio & complete responaibility of the treatment & IU's outcome & safety of 1he pallent, and Koshika Foundation will have no role of rasponsibiiity
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