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13 1 horoby confiem that &l detains in this Form are True (o the best of my knowlodge Any falso statement will ronder my Application & ongoing assistance, if any,
lavse for rej
2} 1 solemedy confen that assistance, # recaived from Koshia Foundation, will be wsed only for the “purpose”, as staled in this Form, for which such assistance

wis requested by ma
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1) By affixng my sgnature o thumb mpresson on this Form, | {Agpiicant) hereby agree & authonse Koshika Foundation and it's Trustees to
UsepuUbisVpul-upiroproduce my neme, addresa, photo & details of the “purpose”, for which sech assatance is reguestedigranted, through any

medium, including but not Smited 1o verbal, print, alectronic, for solciting donations for Koshia Foundation andior dsseminating isformation about It's
actviliot/schievemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requesied.

2) 1 {Applicant) further agree that any such use of my name, address, photo & detals of the “purpose”, for which such assistance & requested/granted,
will rol suwomatically enitie me for recewing or continuing the sasd assistance, Tha docision for granting andior coninuing he assstance will test sololy
with the Trustoes of Koshika Foundation, and their decision is s regatd will be final and acoestable 1o me.
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AGREEMENT by HOSPITAL (s o wt)

By affuong hereunder, signature of our Authorised Signatory for recommending ths casepatient for fimancial assistance from Koshika Foundation, we
(Hospital) hereby affirn & accest
1) hat we neither are presantly nor will In future avad of financial assistance from anather NGO or any other source, for the same patientcase, as we are
10 get from Koshika Foundation, 1o the extent hat such assistance is granied by Keshika Foundaion, if the requestad assistance is not granted
by Koshika Foundation, in part or in full, thon the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source This
confirmation essentially stales hat the Hospitsl will not avall any duplicale assistance for the same patienticese from any other NGO ar any other source
2) The assistance from Koshika Foundation is only financial in nature, The cholos of the treatment/procedure advised/conducted by the Hospital on the
patent, is basod on the arangement betwosa the patient & the Hospaal, and Is & no way Influsnced by Koshika Foundation Honce, the Hospital wal
»hml\o sole & complele responsibiity of the treatment & if's outcome & safety of the patent, and Koshika Foundation will have no role or responsibiity
mater.
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