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1)1 heteby conllirs thal =il detads in this Form are True to the best of my knowbedge. Any talss statement will rendar Applicaton & ongoing asslstance, § any,
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2} | stsleeminly canfiem that assstance, | received from Keshika Fuundation, will bo used only for the “puipose”, as stated In this Farm, for which such assistance
was requesied by me
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1} By affixing my signature or thumb improssion on this Form, | (Applicant) hereby agres & suthotise Koshika Foundation and I's Truslees to
use/publishiput-uprepreduce my name. address, pholo & detalls of the “purpose”, for which sach assistance i requestedigranted, through any
miedium, including but not limited to verbai, prnt. slectronlc, for soliciling donations for Koshika Foundation andior disseminating information about ii's
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2Z) | (Applicant) furthar sgres thal any such use of my name, address, photo & delalls of the “purpose”, lor which such sssisiance s reguestedigranted,
will not automatically ontitie me for recenving or continung [he said assistance. The decision for granting andlor continuing the assistance will rest scisly
with the Trustess of Koshlka Foundalion, and thaie decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (wesama go wim)
By affiing hereunder, signature of our Authorsed Signatory for ecommanding this case/patlent for financial assisinnos from Koshika Foundation, we
{Hospital) hereby affirm & accept fallowing:
1) that wa nelther are presendly nor will in futire avall of financlal sesistancs lfom snciher NGO of any olhar source, for he same patienticass, as wo are
requasting 1o gel fom Koshika Foundation, 1o e exton! (et such assstance is granted by Koshika Foundation, If the requasted assistance |8 nol granted
by Koshika Foundation, in part o in full, then the Hospltal reserves |I's fight io make up the shortfall from another NGO or any other source. This
confimation essentially states that the Hospial will not avall any duplicate sselstance for the same patlenticase from any other NGO of any other source.
2) The assistance kom Koshéka Foundation is only financial in nature. The chalce of the treatmont/procadure advisediconductad by the Hospltal on the
patient, is based on the arangament befwaen the patient & the Hospital, and is in no way influenced by Woshika Foundation, Hence, tha Hospital wili

Bssuma #ole & complote responsBifity of the treatment & 's outcome & safety of tha patient, and Koshika Faundation will have no role or respona ity
bn the matter
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