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1} hetotry confiem (hal sll detalls in his Form are True to U best of rry knowladge. Ay lalse staternent will render my Application & angaing assistance. il any,
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2) | sdemnty condirm thal sesistance, If received from Koshika Foundation, will be used only lor the “purpene”, &b staled in ihis Form. for which such assistarce
Was requesied by ma.
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1) By afMxing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publishput-upireproduce my name, address, phalo & detalls of the “purpose”, for which such assistance Is requestedigranted, through any
medm, including but not kmited 1o verbal, prinl, siactronic, lor soliciting donations for Koshike Foundation andior dissaminating information sboul ifs
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will mot automatically entitle me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with thas Tristoss of Koshia Foundaton. shd thelr decision is this regard will be final and acoaplable io me.
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AGREEMENT by HOSPITAL (mumm po wou)

By affining heneunder, signaturs of our Authorised Signatory for recommending This casa/palient for financial assistance from Koshika Foundation, we
[Hospital) hersby affirm & accept following:

11 thiat we noither are prosently nor will in fulune avedl of financiel pssittance from snother NGO or any Gther source, for the same pallant'cane, &8 wo ane
requesing o get from Koshika Foundation, lo the exient that such assisiance & granted by Koshika Foundation. If the requesied assistance s nol granted
by Hoshika Foundalion, in part of in full, then the Hoapital raserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentiaily smiss thal the Hospital will nol &vall any duplicats assistance lor the same patientcase from any olher NGO or any olher source
71 Tha assistance from Koshika Foundafion is only financial in nature, The choice of the ireatment/procedure advised/conducted by the Hospital on the
pateni, s basad on the armangement betwesn the palient & the Hospltal, and s In no way Influencad by Koshika Foundstion. Hence. the Hospital wil
assume solo & complele responaibdity of the teatment & il's outcoms & safuty of the patient, snd Koshike Foundation will have no role of msponaitdity
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