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1) I hereby confirm that sk details in this Form ame Troe 1o the best of my nowiedge, Any false statement will render my Applisation & ongoing assistance, | any,
lablo for reprchion/cancilabon

2} | solemnly confirm tha! assstance, if received from Koshika Foundation will be used only for the “purpose”, as stated in this Form, Tor which such assistance
Wi reguanstod by me
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1} 8y affising my signature or thumb impression on this Form, | {Applicant) heroby sgree & puthorise Koshika Foundation and its Truslees 1o
use/pubssh/pul-upireproduce my name, address, pholo & detalls of the “purpese”, lor wivich such sssistence is requestedigramed, through By
mediurm, inciuding bul not inited 1o verbal, print, slectronia, for soliciling donations for Koshiks Foundation and/or disseminating information about i's
acthvilles/achievements. Such use of my photo & detalls can be made by Koshika Foundation belore or after my freatment or fulfiiment of the “purpose”
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will nol sulbrmaticalty ontile me for receiving of continung the sald asmstance. The dedision for granting andior continuing the assistance will real solely
with the Trustess of Koshika Foundation, and their decision i this regard will be final and accepiable io me.
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AGREEMENT by HOSPITAL (v &0 %17)

By affixing hemeunder, Bgnature of our Aulhorsed Sigratory for recommanding this cose/natient for financial assistance lrom Koshia Foundation, we
{Hospital) hereby afirm & pcospl following:
1) thist we neithes ane presently nor will in fulure svail of inencial assistance from enother NGO or any other source, (or the same palienl/case, BS we Bre
riasgutsting io gl from Koshika Foundabion, 1o the extont thisl such assistance ks granisd by Koshika Foundation, If the requested sssistance is nol granted
by Moshika Foundation, in part or in full, then the Hospital reserves if's right fo make up the shortfall from another NGO or any other source. This
confirmation essentally states that the Hospial will nol avall any duplicate sssistance lor the same patient/cose from any other NGO or any other sourcs.
Z) The assistance from Kosheka Foundation is only financial in neture. The choloe of the restmant/procedure advised/conducied by the Hospital on fha
pathant, ks based on the srrangament batwesn the patient & e Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & iU's outocome & salety of ihe patent. and Koshiks Foundaton will kave no role or responssbility
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