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13 | hereby confiem thet il details in this Form arg True o the best of my knowledge. Any false stalement will render my Applicalion & ongolng assistance, iF any,
liabta lor mjection'cancellation.

21 | sobermndy confim that assislance, if received from Kostka Foundation, will be used only for the “purpase®, as stalad in this Form, fof which such assistance

was reguested by me.
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1) By effixing mry shgnature or thumb lmpression on this Form, | (Applicant) hemsby agree & authorlse Kaeshlka Foundation and I1's Trustees to

wsml pubdlsh/pul-opfrepraduce my name, address, phata & details of tha "purposa”, for which sech asslstance is raquesiadigranted, through any
medivm, including bub mot fimited to varbal, priml, elactrenic, far soliciting donatlons for Koshika Foundation andfor disseminaling information aboul it's
activilies/achlevements. Such use of my phata & details can be made by Keshike Foundation before or after my wreatment or Ralfiment of the *purpose”
for which assislance iz being requested
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will nol aulomaticaliy enlitle me fior recaiving ar canlinulng the sald assislance. The declsion for grantlng andéor continulng the assistance will resl solaly
with the Trustess of Koshika Foundatlon, and sheir decision is this regarg will be final and accepiable to me.
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AGREEMENT by HOSPITAL (gooma A1 =TT)

By effixing hereunder, signature of our Authorised Signalory for recarmending {his casc/patieni fer inancial aseistancs om Koshike Foundalion, we
{Hospilal) hereby affirm & accepl following:

1) thet we nelther are prasently nor will in fujare avail of financial assistance from another MGO or any other seUree, Tor the same patienl/case, 85 we arg
requesling lo get from Koshika Foundation, 1o the exlent that such assislancs is granted by Koshika Foendalien. | the requested assistance is nal granted
by Koshika Foundatian, in part or in fulil, ther the Hospital raservas i's nyht 19 make up Ihe shortfall from another NGS or any olher souise, This
confirmallon eszantally slates thal tha Hosgital wifl ngt avail any duglicale assislance fov the same patiant/case fom any olher NGO or any alher Source.
2) Tha assistance from Koshika Foundstion is only financial in nature. Tha chelta of the treatmentiprocedure advisedicondusted by the Hespital on the
patienl, is based on the arangement between tha patlent & 1ha Hospial. and is in no way influenced by Koshlka Foundatlon, Hence, the Hospital will
assume sMe & complete raspansibifity of the treaiment & it's outcome & safety of the patient, and Kaoshika Foundation will have no rale ar responsibliity
ki the matler,
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