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1) | hepedry confinm thal ail details in tes Form aie True 1o G bist of my knowledge, Any falss sintement will render my Applicalion & ongoing assistance, if any,
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1) By alfixing my signature or thumb impression on tes Form, | (Applicant) hereby agrea & authorise Koshia Foundation and if's Trustees o
plreproduce my name, sddress, pholo & dotalls of the “purpose”, lor which such assistance |s requesiod/granied, through any
medium, including but not imited to verbal, print, electronic, for saliciting donations for Koshiks Foundstion andlor disseminating information about if's

activitien/achicvaments, Such usa of my pholo & detils can be mode by Koshika Feundation bofore or afler my reatmant or fulfiment of the “purpose”
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2) | (Applicant) further agree that any such use of my name, addrens, phots & detalls of the "purpase’”, for which such assistance is reguestadigranied,
will not mutomatcally entitls me for receiving or continuing the sald essistance. The decision for granting andlor continuing the assistance will rest solely
with the Trustees of Koshia Foundation, and thelr deciglon is this regard will be finat and acceptable 0 me.
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AGREEMENT by HOSPITAL (¥mm 50 W)

By affixing horsunder, signature of our Autharised Signatory for rocommending this case/pationt for financial ossistance from Koshilas Foundation, we
{Hompital) hereby affirm & accept follow|ng:

1) thal we nelther are presently nor will n fulure avall of financial assistance lrom another NGO or any olher sowrce, for the same palisnt/case, & we ke
requesting 1o gat from Keshila Foundation, 19 the extant that such assistance Is grantad by Koshika Foundation. If the requested assistance I8 not granied
by Weahika Foundation, In pait g In fll, then the Hospital reserves e right lo make up the shortfall Irom another NGO &r any other source, This
confirmation essentially states thal the Hospllal will not avail any dupBcsts assislance for the sama pallent'case from any other NGO or any ofher source,
2) The nssistance from Keshika Foundation ia only fnancal In nature. The cholos of the treatmenl/procedure advised/conductod by the Hospllal on the
patieni, is based on the srengement between the patient & the Hospltal, and |8 in no way influencod by Koshika Foundation, Hence, the Hospital will
Il;l.:l'.l sofa & completo reapormlbiity of the treaiment & Ny outcome & safety of the patient, and Koshiks Foundalion will have nd role or responaibility
in the matier.
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