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1} | heraby confim thal all detalls in this Form @ True to the best of my knowledge. Any falss statemant will rander my Application & ongolng assistance, if any,
liable for rejection/cancafiation,

2} | selemnly confirm that assistance, If recalved from Koshika Foundation, will b usad anty for the “purposs”, os stated In this Form, for which such gssistancs
was requasied by me

3) | eteby confitm nat | e not & will not In futurs, avall of reimbursement, in par or if full, from any other sourcelemployerinsusmances compary, of the amount
for which this assistance |5 requested
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1) By affixing my sigratesa or thumb impression on (his Form, | {Apglicant) hereby agroe & authorise Koshika Foundation and IUs Trustess 1o
use/publishiput-upireproduce my name, address, pholo & detalls of the "purpose”, for which such assistance Is requested/granted, through any
misdium, Including Bul nod Imiled to verbal, prinl, stectronie, for sol|citing donations for Koshika Foundstion and/er diszeminaling Infarmation about it's

sclivitestachievemenis. Such use of my pholo & deialls can be mada by Kosniks Foundation before or after my treatment or fulfiimant of the *purposs’
lo¢ which pgsisionoe is being reguesied,

2) |- {Applicant) lurihar agree il Bny such use of my name, address, photo & detalls of the “purpose”, lor which such assistance |s requestodigranted,
will nol automaticalty entlide me o recaiving or continuing the said-assistence. Tha deotsian for granting and/or continuing the sssistance will rest salaly
with the Trusiaes of Koshika Foundation, and their decision s this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL {wi=ims BT W)
By affixing hersunder, signature of aur Authorlerd Signalory lor recommanding this caseipatien) for financlal assistanca from Koshika Foundation, we
(Hospital) herety affirm & sccept folowing:
1) thet we nedther are presenity nor will in future avall of financial assistance Tram ahother NGO or any other sowga, for the same petianticase, gs we pre
requesting o get from Koshika Foundation, to the extent thal such assistance is gramted by Koshika Foundation. If the requested assistanca i not grantied
by Koshikn Foundstion, i part or In full, ihen the Hosplial reserves (' right to make up the sharttall from ancther NGO or any other source. This
confirmetion essentially stales that the Hospital will not avall any duplicate sssistance for the same patisnt/case from any other NGO of any olher source.
2) Tha assistance from Keshika Foundation is only financial In natire. The chedee of tha irealmentiprosedure advised/conducted by the Hospilal on the
palient, i5 based on thw armangement batwesn the patient & the Houpltal, and is in no way influsnced by Koshika Foundation, Hence, v Hospital wiil

assums sole & compiste responsibility of the breatment & Il's outcoms & safety of the patient, and Koshike Foundation will have no role o+ responsthillty
in the mattar.
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