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1}1 hereby confirm that all deteils in this Form are Trug 1o the basl of my knowdedge. Any false stalement will render my Applleation & cngoing assistance, if any,
liable for rejectionicancelatian.
2} 1 solamnly confirm thel aesistance, if received from Koshika Foundation, will ba used onby for the "purpaze”, @s stated in this Form. for which such assislance

was requeslad by me.
3} | hereby sonfinen thal | have not & will nalin future, avail of reimbursement. in pant or in full, frem any olker sourcefemplenyaring Jrance company, of Ihe amoun
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1) By affizing my sighalureg of thumb Imprassicn on this Farm, | {Applicant) hereby agrea & authorise Koshika Foundation and it's Trostase 1o

useipubtis hipyl-upfreproduce my name, address. phaie & datails of the "purpose”, for which such assistance s requostedfgranted, through any
meadiurn, Including but not limited to varbal, prinl, elsctronic, for soliciling danations far Koehlka Foundation andfer disseminating information akout il's
actlvitios/achievernents. Sueh use of my pholo & details can be made by Koshika Foundation betore or after my trealmenl or fulfiiment of the “purpose”
to0 which assisiance s belng requested.
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with 1ha Trustees of Koshike Foundation, and their decision is this regard will be final gnd acceptable to me.
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AGREEMENT by HOSPITAL (W& 3@ #)

By aRfixing hereunder, sighatura of our Authorized Signalory for recommending Ihis casefpalienl for financial assistance from Koshika Foundation, we
{Hospital} hareby affirm & accept folkowing:

1} thal we nither are presently nor will in [uture evail of Inancial assistence from ardthe: NGO or any other soures, tor the same patianticase, s we ane
requesting to gel fram Koshika Foundation, 1o the axtent thal ssch assistance is granted by Koshika Foundation, If Ihe requested sssistance 13 nel grarsted
by Koshika Faundation, In part o i full, then the Hespilal reservas II's ight to make up the shortfall from ancther NGO or any other source. This
canfirmation essantially states that the Hoapital will nol avail any Juplicate psslstancs for Ine same patlenticasea from any othar NGO or any other source
2} The assistance from Koshika Faundation is only inancial in nature, The cheics of Ihe Ireatment/procadurs advisedicenduetad by the Haspital on ihe
patient, is based on the amangement batween the patient & the Hospital, and is in no way inlluenced by Koshike Foundation Heticg, the Hogpal will
assume soke & compete responsibility of the treatment & IV's oitcome & safety of the patient, and Koshika Foundation will have na rele or responsibilily
In the matter.
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