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1} | haraty confinm thal ull detals in this Ferr ase True (o the best of my knowledge. Any false staterment will render my Application & sngolng assistance, If amy,
lisbin for rejactionicanceialion.

2) | satwrmnly confirm that sssistance, if recebved from Koshie Foundation, wil be Used only for the "purpase”, ak stated in this Form, forwhich such aesistunee

was mauestod by me.

3) 1 hersby confir thad | e nof & will not in futore, avall of reimbursement, In part o m Wl from any other sourcslemploverinsurance company, of (he amaount

tor which thiy sasistance is roquestiog.
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1} By affiung my signature or thumb impression on this Form, | (Applicart) hereby agree & sulharlse Koshika Foundation and if's Trastees to

uii/publanipul-uplreproduce my nama, address, phoio & delails of the “purpose”, for which such ausislance is requesiodigranind, through any

miedfm, including tut not imited to verbal, prnt, electronic, for soliciting donations for Koshika Foundation andfor dissaminating information sbout if's

aciitiss/achivaments, Such use of my photo & dotalls can be made by Koshiks Feundation bafare or afier my ireatment of lulliiment of the “purposs”

for which sasigtance is baing requesied,
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will rol autemalically enlite me for recalving of continuipg the sald ssalstance. The decisien for granting and/or continuing 188 aasistonos will regl selily

wilh e Trustees of Koshika Foundaton, and [hait decision is Ihis regard will be final and acoeptabie to me
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AGREEMENT by HOSPITAL (wiumes pim wor)
By affixing hereunder, signalure of our Autharised Signatoey lor recommending this case/palient for financal assistance from Koshika Foundation, we
(Howpital) hereby offirm & accept tollawing:
1) that we nedther e presently nor will in future avad of financial assistance from another NGO or any other source, for the same patianticase, 2s we are
raquanling to gel from Koshilka Foundalion, to the exient that such sssisiance i granind by Koshiks Foundation. If the reguetted assistance s nal granied
by Koshika Foundation, in pant of In full, fren the Hosplial reserves it's right to make up the shortfall from another NGO or any other source, This
confirmation essantially states thal the Hospltal will not avail any duplicate assistines for the same patient/cise from any other NGO or sny ciber source
2| The assistance from Koshika Foundation is only financial In nature. The choice of the treatmentiprocedure sdvised/conductod by the Hospits! on the
patinnt, is based an the armngement between the patiant & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, The Hoxpital wal

assume sola & compiete responsibility of the treatment & it's cutcoma & safety of the pabent, and Koshiks Foundation will have no role or respongibiity
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