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1) | hespotry confirm thal all dotads In this Form are True to the best of my knowledge. Any falie statement will render my Application & ongoing assistance, It any,
liatie for rejectionécrncdalion

2} | sedemnly confirm fhat sssistance. f recetved from Koshia Poundation, will be used only for the “purpose”, as stoted in this Form, for which such assistance

was requested by me

3) | hastwbey condirm that | have net & will net in future. svid of jembursement, (n pan o in full, from any glher sounchismployedinsurancs comparny, of M amount
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1) By affixing my signatuns of thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundalion and it's Truslees (o
usppublshput-upreproduce my name, address, pholo & details of the "purpose”. for whech such asslstance i requasted/granted, through any
magium, ncluding bul not imited 1o verbal, print, slectionic, lor soliciting donstions for Koshika Foundation andlor disseminating informalion abaul i's

actvilleslachievements. Such use of my phoio & details can be made by Koshika Foundation bolore of afler my troatmant or Rulfliment of the "punpose”
for which SESHIENCS 8 baing requesiod.

2) | {Applicant) further sgrea thal any such use of my name, sddress, pholo & delalls of the “purposs”, for which such asslulance is requasstod/granied,
will nol sutomatically enlitle me for receiving of continuing the said assistance. The decision for granting andior continuing the assistance will resl sclaly
with the Trustees of Kostiks Foundation, and it decision ik this regard will be final and scceptatle 1o me,
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AGREEMENT by HOSPITAL (wemn g wTT)

By affixing nw signature of our Authorised Signatory for recommeanding (hin casa/patisnt for financial assistance from Koshia Foundstion, we
{Hospitad) hereby afirm & accepl following:

1} that we rither are pradently noe will i future avall of financigl essistance from anolher NGO or olher source, for the same palient/'case, os wo W's
requasiing bo gel from Koshika Foundaton, to the extent that such mumuﬂwmmm if the requested assistance s not graned
by Koshika Foundation. in part or in full, then the Hospital reserves iT's right to maka up the shorttall from anothar NGO o any other sourca. This
confirmation sssentally stales that the Hospital will nol avall any duplicale assistance for the same patient'cass from any other NGO or any oihor source.
2) Tha assistance from Koshika Foundston is only financial in nature. The choice of the neatmentiprocedure advised/conductad by the Hospital on the
patiend, ks based on the srrangement betwaen the patkent & the Hospltal, and is In no way Influsnced by Koshika Foundation. Hence, this Hoapital will
assume sole & complets responaihility of the teatmant & it's cutcoms & safety of the patient. and Koshika Foundation will hiva no role or responsibility
i the maliar
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