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1)1 haredy confinm fal s dotads in this Form are True to the best of my knowlodge. Any false staternen| wil iender my Application & cngoing assistance, If any
Rable lor rejectionicancallalion.

2) 1 sobamnly confirm that assistance, If received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, lor which such asalstance
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1) By affxing my signature or thumb impression on this Form. | {Applicant} hereby agree & authorise Koshika Foundabon and iU's Trusiees o
use/publiah/pul-upireproduce my name, address, photo & detalis of the “purpose”, far which such assistance i requestedigranted, through any
mediim, including but not limited to verbal, print, slactronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activiliealackisvements. Such use of my phols & detalis can be mada by Koshika Foundalion bofore or sfier my irealment or lulfiiment of the “purpose”
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with the Trustess of Koshika Foundatlon, and thair decision is this regard will ba final and acoeplatis \o me.
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AGREEMENT by HOSPITAL (wewme 0 %07)

By affing hereunder, signature of our Authorised Signatory for recommending this case/patent for financial assistance from Koshia Foundation. we
{Hospital) hereby affirm & accept following:

1) thast we neither are preseatly nor will in future avall of financial sssistance from another NGO or any othaer source, fof the same patisntioase, We we a0
requesting to gel from Koshika Foundation, to the exient that such assistance is granted by Kosnika Foundation. If the requested assisiance is not granted
by Koshika Foundation, In part or In full, then the Hospital ressrves I!'s right to make up the shortfall from ancther NGO or any other source Thin
confirmation essentially states thal the Hospital will not avad any duplicste assistance for the same patient/case from any other NGO or any ather source.
) The assistance from Koshika Foundation is only finencial in nature. The chaioe of the restmentiprocedure advised/conductod by the Hospital on the
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in the matlter.
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