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1) | hereby confirm thal ol detals in this Form are True lo the best of my knowledge. Any faise stalamant wil render my Application & ongoing assistance, f ary,
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1) By affiing my signalure oF thumb impression on this Form. | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustess to
uea/publishipil-ugireproduos my nime, sddreas, photo & details of the “purpose”, for which such assistance is requested’granted, through any
medium, including but not limited to verbial, print, electronic, for soliciting donations for Koshiks Foundation and/or disseminaiing Information about B's
activilles/achievemenis. Such use of my phols & detalls can be made by Koshika Foundation balore of afar my treatment or fulflimant of the "purposs”
for which assistance is being requesind.
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AGREEMENT by HOSPITAL (wowms Tm %01)

By affiong hereunder, signature of our Authorsed Sigratory for recommending his case/patient for financial assistance from Kosheka Foundation, we
[Mospitsl) harnby affirm A socept

1) that we nefther are presenty nor will in Tutura avell of financial assistance from another NGO or any other source, for the same pallenti'case, a5 we afe
requesting to gal from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundstion. I the requesied assistance is nof gramted
by Koshika Foundation, in part or in full, then the Hospital reserves (t's nght to make up the shortfell fram anaiher NGO or any other source. This
confirmation essentinfly siates thal the Hosstal will not avail any duplicate assisiance for Ihe same patientcase from any other NGO or any other sourcs
) The assistance from Koshika Foundatian is only financlal m nature, The chokce of (ha trestment/procedune advised/conducted by the Hospital on the
pafian, is based on the arangement batween the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatmant & I's cutcome & salety of the patient, and Koshia Foundation will hive no robi of respansiiiity
in the matier.
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