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111 hereby confirm that all detalls n this Farm are True ta thi bt af my knewledge. Any feisa statement wil render my Application & angoing asslstan
liabie for refectionicanceltation
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AGREEMENT by APPLICANT { wrFms #10 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant} hereby agree & autharise Koshika Foundation and (s Trustees io
psa/pubilsh/put-upireproduce my name, address, photo & details of the *purposa’, for which guch assstance is reguested'granted, thraugh any
miedium, including but net [imlted o verbal, print, electronic, for soliciting dorations fot Koshika Foundation andior disseminating information about s
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21 | {Applicant} furthes agree tha! sny such use of my name, sddress, photo & detalls of the "purpose”, for which such sssistance is requestad/granted,
will ret 2utamaticalty entitie me for recewing or continuing the said assistance. Thie decision for granting andlor gontinuing the assistasice will res! salaly
with the Trustess of Kashika Foundation, and their decision is this fegard will be final and accaptable to me.
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By affixlig hereunder, sigrature of ouf Aulharised Signatory for reoommanding this case/patisnt for financial assistance from Koshilka Foundatian, we
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confirmation essentially states that the Hospital will not avail any duplicate assistance for (he same patienticass from any other NGO or any ofhel source
2\ The assistance fram Koshika Foundation is only financial in nature. The chotce of tha reatment/precedure advised/conduciad by the Hospital on the
patient, is based on the amangsment batwean the patient & the Hoepital, and is in no way influgncad by Koshiks Foundation, Hence, the Haspltal wil
aselUme sole & compiats responsibdlity of the treatmant & it's outtome & safaty of the patlent, and Koshika Foundation will hava na role or resporsibility
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