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DECLARATION by APPUCANT. #lew g v 5%,
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1) By affixing my sgaature oc thumb imoression ca this Form, | (Applicant) hecedy agres & suthorise Koshia Foundation and If's Trustees to
usezublshout-uptepdoduce my same, sadrons, phato & dotals of the “purpose”, for which such sasistance ls roquestecipranied, through any
medicm, Incuding but not imited 13 verbyl, print, sloctronie, for solictng donatons for Koshika Foundation andior disseminating information atout it's
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AGREEMENT by HOSPITAL (wvams Do W)

By #8xing harounder, i of our Autherined Signatory for recommmanding this casapatent for fnancsal pasistance froen Koshika Foundation, we
(Hoszatal) herutty affrm & accept lollawing:

1) that we neithor ace presently nor wil i fulre avail of financiasl assistance om ancther NGO or any other source, for the same patisndcase. &8 we bre
requessng 5 get from Koshika Foundation, 1o the axtent that such stsatance is grarted by Koshsa Foundstion. I the requested assistence is nol granted
by Keahiks Foundsten, in part or o full, 15en the Hosptal reserves I's right 10 make up the shortfall rom ancther NGO or any otter source This
confirmation essentally siates that the Hospital wil not avad any duplcate assistance for the same patientcase from any other NGO or any other souwros
2) The easistance dom Koshika Foundation is only inancial i natue. The choice of he essmentirocedute advisediconducied by the Hospital on the
patient, is based on the arangement botezen the patient & the Hespital, and = in nd way imfiuanced by Koshike Foundation, Hence, the Hospital will
sasume sole & compiclo responsbility of the treatment & It's cuscome A safely of the pationt and Koshike Foundation will have no rolo or fesponsibiity
n e maner.
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