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1) 1 herety confirm that ol dotals in this Form ate True 10 the best of my knowledge. Any false statement will tandor my Applicasion & ongoing

Kabie for
2) 1 sclemedy confirm that assistance, If received from Koshia Foundation, will be used ondy for the “purpose”, as stisted in this Form, for which such
was roquesied by me
3) 1 haretly confirm that | have not 8 will not in future, avad of reimbursement, in part o » b kom any othar sourca/employerinsurance company, of
for which this assistance in requesind
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1) By afltang my sgnaturn of thumb impression on this Form, | (Applicant) heroby agree & authonse Koshika Foundabon and It's Trustees 1o

use/publishipul-upireproduce my name, address, photo & details of the “purpose”, for which such assstance is requestedigranied, through any

medium, induding but not Imited (o verbal, print, electronic, for soliciting danations for Koshika Foundation andior disseminaling infarmation abouwt if's

activities/achievements. Such use of my pholo & details con bo made by Koshika Foundation before ar after my treatment or hulflimant of the “purpose”
for which assistance is being requesied
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will not automatically eniile me K recaiving o continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustess of Koshia Foundation. and their decision is thes regand will be final and acceplable 1o ma.
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(Hospital) hecoby affvm & accept follawing:

1) that wo neither are presently nor will in futlre avail of financial assistance fom ancther NGO or any other source, for the same patient/case, #s we are
requesting 1o get from Koshika Foundation, 10 the exiant Ihat such assistance is granted by Kostska Foundaton i the roquested assistance is not granted
by Koshika Foundation, in part of in full, hien the Hosptal reserves [t's right to make up the shortfall from ancther NGO or any other source. This
condemation essentially stales that the Hospital will not avall any duplicale assistance for Ihe same patienticase fram any other NGO or any other source.
2) The assistance from Koshika Foundation Is only financial in nature. The choics of the Yeatmantiprocedure advised'conductod by tha Hospital on the
patient, ks based on the amangemerit batween the patiest & the Hospital, 8nd is in no way influenced by Kestvka Foundstion Hence, the Hosgtal will
assume sole & complete responsbility of ihe treatment & it's outcome & safaty of the patient, and Koshika Foundation wil have nd 1ol or responsibiity
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