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1)1 hergby conflym thal ol details in this Form are True 1o the best of my knowisdge. Any false statemant will rendar my Application & ongoing assistance, if any,
kable for npectionicanceliation,

2) | sahemnly confirm that assmtance. if received from Koshika Foundation. will be used only for the “purposa”, s stated in this Form. for which such assistanoe

was rquesied by me.
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1) By affaing my signature of thumb impression on this Form, | (Applicant) hereby agres & auinonss Koshike Foundabon and it's Trustess i
uss/publshipul-upleproduce my name, address. pholo & details of the "purpose”. lor which uich assisance ls requestedigranied. through any

medium, inchading bul hot limdued 1o varbal, print, electronic, for soliciting donations for Konhike Foundatinn and/or dissaminating information about it's
attviliesfachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or lulfiment of the “purpose”
lor which asssstanos |5 being requeshed

2) | [Applcant) furthes agree that any such use of my neme, sddress, photo & details of tha “purposs”, for which such assistance is requesied/granted,
will not automatically enbile me for receiving or continuing the sard ausistance. The decision for granting andior continuing the nesistance will rosi solaly
with the Trusiees of Koshika Foundation, and thesr decision is this regard will ba firal and acceptable to me
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AGREEMENT by HOSPITAL (vw=m o0 W)

By affixing hersunder, signatune of our Authorised Signatory for ecommending this case/patient for financial assistance from Koshika Foundation, we
(Hospliad) hereby affirm & acoepl following;

1) that we nedther am presently noe will in future avall of financial assistance from another NGO or any other source, for the same pafient/case, a5 we are
requosting to gel from Koshivs Foundation, o e sxlent that such sssintance is granted by Koshika Foundation. If the mouested assistance is not granied
by Koshiks Foundabon. in part or in full, then the Hospital reserves it's ight bo make up the shorifall from another NGO or any other source. This
confirmaton essentally states thal the Hoapital will nol avel any dupiicalo assistance for the same patienticase from any other NGO or any olher souroe.
2} The assistance from Hoshis Foundation s anly financial in nature. The ohoice of the trestmentiprocedune advised/conducted by ihe Hospital on the
patient, s based on the arrangament betwosn the pabont & the Hospial, and is in no way influenced by Koshiks Foundation. Hence, the Hoapital will
assume soln & complete responeidity of the trestment & it's oulceme & safaty of the patlent, and Koshika Foundation will have no role or responsibility
in hea maiter,
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