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1} | meraby confirm that all detalls in this Form ars True to e best of my knowisdge. Any falss sizternent will render my Appiication & ongoing sesistance. if sy,
lmbia tor rejection/canceiation

2] | solerminly confirm shet assistance, i receed from Koshing Foundation, will be used only for the “purposs”. as siated in this Fomm, for which such assisiance

wis fegquestod by me
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1) By affing my signature of thumb impression on By Form, | [Apglcant] heraby agree & authorise Koslika Foundation and its Trusiess o
use/publsh/pul-ipireproduce my narne, address, photo & detmils of ihe "purposs”, for which such sssisiance & requesisdigranied, through any
madiurm, including but not lirmted to verbal, print. electromc, for soliciting donations for Koghike Foundation andior disseminating information aboul it's
activilesfachievements. Such use of my pholo & detsls can be mads by Koshika Foundation belone or after my treatment or fuffiiment of the “purpose”
foi which assisiance s being requesied, e

21| [Applicant) further agree that any such use of my namea, address, photo & cetalls of the “purposs™, for which such assistanca (s requestadigranisd,
will not mstomabically entitie me for neceiving of contnuing the said assistance. The decision for granting andior continuing e assistance will rest solily
with the Trustess of Koshika Foundation, and their decision iz this regard will be final and acceptable to me.
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AGREEMENT by HOSPTTAL (wonms Em W)

By atfining hereunder, sigratume of our Authorised Signatory for recommending Ihis case/patient for inandal assistance from Koshika Foundation, we
{Hospital) herety affirm & scoept following:

1) thal we neither are presanily nar will in fylurs aval of financial assislance from another NGO or any oiher source, for The same patientcase. as we ars
requenting o gel from Koshika Foundation, 1o the extent that such essistance is granted by Koshilka Foundation, | the requesied assistance is not granied
by Moshika Foundstion, in part of in full, %en the Hospital reserves it's right to make up the shortfall from anofher NGO or any other source. This
confirmalion essentially stalos thal The Haspital will not avall any duplicale assislance for the same patienticase from any other NGO or any other source
2) The sesstance from Koshia Foundation s only financal in nature. The choice of the eaiment/procedurs advised/conducied by the Hospital on the
pabent, i baked on the amangement between the patient & the Hospital, and i in no wey influsnced by Koahike Foundstion. Hence, the Hoapital will
assume sole & comglele responsiblity of the freatment A It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity
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