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1} | hitaby confiem that all detalls i bis Form Bre True to the best of my knowledge, Any falne ststement will render my Application & onging assistance, If
labie for mjectioh/cancolialion. !
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11 By affixing my slgrature on thumb impression on B Form, | (Applicant) hereby agree & sulhorse Koshlka Foundation and It's Trustess to
use/publish/pul-uplreproduce my name. sddress, phods & datails of the "purposa®, for which such assistance is requesied/granied, through any
migdilm, ingluding bul riot limited 1 weibal, priel, slbctronic. for soliciting donations lor Koeshika Foundation and/or disseminsling information about it's
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with ha Trustnes of Koshika Foundaton, and e decision i this regard will be final 2nd accepiable o me.
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AGREEMENT by HOSPITAL (¥emti= gio =)

By alfng heraunder, sigrature of our Authorised Signatory for recommending this cesefpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept fllawing:

1) that we neitier are presenlly nor will n uture avail of financsl assistancs from andther NGO or any ofher souroe, for the same patent/case, a8 we are
reguesiing 1o gel from Koshika Fourdation, 1o ihe exlent ihal such assistance is grantsd by Koshika Foundalion, |1 the requested assistance is not granted
by Koshiks Foundation, fn parl or in full, then the Hospilal nessrves (' right to make up the shortfadl from another NGO or any other source. This
conflimmation assantially siatos that the Hospitdl will not avail any duplicals assistance for the same patianticase fraom any other NGO or any other source
2} The assisianca from Konhikia Foundation is only financial in pature. The cholce of the-resiment/procadurs advisediconductad by the Hospital on the
patient, is besed on the amangement betwesn the patient & the Hospital, and |s in po way mfluenced by Keshlka Foundation. Hence, the Hospital will
assume sole & complete responsibility of the ireaiment & Ii's outcome & safety of the patient, and Koshika Foundation will have no rolo or responsibliity
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