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1) | nevety confim 2wt ak Setalls in this Form are True 30 the best of my knowledge. Any false staloment will render my Application & ongoing assistance, If aevy,
Sabie for repectionicanceliabon
2) | solemnty confiern st sssistonca, If recerved from Koshika Foundation will be wused only for (e “purpose”, 08 staled in Pxs Formn, for which such assistance
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1) By affixing my sigrature of humb impression on this Form, | (Applicant) hercby agree & authorse Koshika Foundation and it's Trustees o

uso/publshiput-upreproduce My name. addross, photo & dotals of the “purpase”, for which such assistance is requestecigranied, through any

medum. including but not imited 1o verbal, prnt, electronic, for soliciting donations for Koshika Foundation and/or gissemnaling information about if's

scivises/achievements Such use of my pholo & detals can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”

for which assatance 5 being requested

2) | (Apphcant) further agree that any such use of my name, address, photo & detalls of Ihe “purpose”, for which such assistance s requesied/granted,

will net aulomatically entitie me for roceivang of continuing the sad assstance. The decision for granting andior continuing the sssistance will rest solely

with the Trustoes of Koshica Foundation. and ther dec:sion is this regard will be finad and acceptable 10 me.
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AGREEMENT by HOSPITAL (rms o0 %)

By afixing hereunder, signature of cur Authorised Signatory for recommanding this caseipatient for financiaf assistance from Koshika Foundation, we

(Hospital) hereby alfem & nccept following:

1) that we neither are presently nor wil in future avall of financial sssistance from another NGO of any other source, for the same patienlcase, a5 we ao
1o get from Kashika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is nol granied

by Koshia Foundabion, in part of in full, then the Hospital resecves il's right 10 make up the shortlall from anothar NGO o say othes source  This

confirmaton essentally stales that the Hospital will not avail any dupicate assistance for the same patienticase from any other NGO or any other source

2) The assistance fom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisadiconcucied by the Hospital on the

patient, s basad on the arrangament between the patient & the Hospital, and & in no way influenced by Koshiks Foundation. Hence, the Hospts! wil

" assume sole & completo responsibiity of the treatment & &'s oulcome & safety of the patent, and Koahika Foundation will have no role of responsibelty

in the matter.
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