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1)1 heredy confirm thal &) detils in this Form are True 1o the bast of my knowledge. Any false statermand will render my Application & ongoing assistance, i any
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AGREEMENT by APPLICANT (seim g 51)

1) By affining my signature or thumb Impression on 1his Form, | (Applicant) hereby agree & aulhorise Koshiks Foundation and (s Trusizes ko
usepubishiput-up/raproduce my ramae. addres, phalo & details of the "purpose”. for which such ansisiance iy requested/granted, through any
medium, incleding but not limited 0 verbal, print, alactronic, lor soliciting donations for Koshika Foundation and/or dissaminating information about it's
nctiviiss/achiavements. Such une ol my phalo & datalis cen be made by Koshike Foundation balore o after my tresimani o lutfiment of the “purposs”
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will nal aulomatically eniitle me for receiving of confinuing the said assstance. The decision for granting andior continuing e assistance will rest salely
with tha Trusieos of Koshike Foundalion, and thair decision i this regsrd will b final and acooptable to me
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AGREEMENT by HOSPITAL (wemm gm wm)

By affiong horounder, sgrature of our Authorised Signatory for recommending this case/pationd for financial assistance from Koshika Foundabon, we
(Hospitsl) heraty affirm & sccapt following:

1) that we neither are pragentty not will in future avall of finencial assistance from another NGO or any other source, for the same patmnt/'cane, 86 we ars
requesting to gai from Koshika Foundation, io the exient that such assistance is granied by Koshika Foundation. If the requesied assistance is nol grantes
by Koshikn Fourdation, in part o in full, then the Hospital reserves if's gt 10 make ug the shortfall from snother NGO or any other source. This
confirmation essentisily states that (e Hospital will not avall any duplicals assistance for the same patienticase from any othiet NGO or ary Diher Bource
2) This asalstance from Koshika Foundation s onty fimancial in nature. The cholce of the trestment/procedure advisediconducied by the Hospital on tha
pationl, o bassd on the srrangement betwesn the patient & the Hospital, and s in no way influsncad by Koshika Foundation. Henos, the Hospital wil
assumme sole & complete responsibiiity of the treatmant & s ouicome & sefety of ihe patient, and Koshike Foundation will have no role or responsibiity
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