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1) | haieby confirm Sat all delails in this Form are True 1o the best of my knowladge. Any falso steloment will render my Application & orgoing assistance, if any,
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2) | nobprmnily confiem that ssaistance, if recelved from Koshiks Foundation, will be ussd only for the “purposs”, as stated in this Form. for which such assisiance
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1) By aMxing my sigralure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koahiks Foundation and if's Trustess 1o
uss/publinh/put-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance ls requesied/gminied, through any
msddm, including bul not lmiled 1o verbal, prin, slectronic, for soliciling donations for Koshika Foundation andior disseminating information aboul it's
actvities'achisvoments. Such use of my pholo & detalls can be madae by Koshika Foundation before or afler my treatment or fulfiment of the “purpose”
for which assisiance |s being requested.
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with the Trustess of Koshika Foundation, and their decision is this regard will be final and soceplable 1o me,
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AGREEMENT by HOSPITAL (wemm g0 )

By sffixing hemmunder, sgnature of our Authorised Signalory for recommaending (his casa/patien) for finsncial sssistance from Koshiks Foundalion, we
{Hospital) hereby affirm & sccep! following:

1} that we nelther are presontly nos will in future evail of Gnancial assistance from another NGO or any other source, for the same pabent/casse, 08 we B
reguastng 1o gol from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundation, in pan or in full, then the Hospital reserves [('s right to maka up the shortfall from enother NGO or any oiher source. This
confirmation sssentislly states that the Hospital will not avad any duplicate assistance for the same patienticase from any othar NGO or any olher source
71 The sssistance fom Koshika Foundation i only financial in naturo. The chaice of the treatment/procedurs advised/conducted by e Hospital on (he
patiant, & based on the arrangement betwsen the patlent 4 the Hosplial, and |8 in no way influsnced by Koshiks Foundation. Hence, the Hospiia will
assuma soie & complote responsibility of the treatment & il's outcome & safety of the patient, and Keshika Foundation will have no role or responsibility
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