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1] | hareby confirm it &l details in this Form are True 1o the best of my knowledga, Any false statermant will render my Application & angoing assistance, i any,
Ik bor nepectionicanceiaticn

2 | salemnby confirm ihel assistance, i reeeived fram Kosniks Foundaton, will be used only for the *purpose”, as stated in this Form. for which such assistance

was raquisted by me

3) | herety confirm that | rese not & will ot in uluee, aval of remoursement, in part orin full, from any other source!smployeninsurance compary, of ha amount
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AGREEMENT by APPLICANT (w@ws g0 1)

1) By affming my signatute o thumb impression on this Farm, | (Applicant) hereby sgree & authorise Koshlka Foundation and It's Trustees io
useipublishipul-upirepraduca my name, sddrees, phato 8 delails of Ine "purposs”, for which such assisiance is requested/granted, through any
madium, including bul not limited to verbal, print, slectionso, for soliciling donations for Keshika Foundation and/or disseminaling information aboul it's
gctivitlesfachisvoments. Such uee af my pholo & detalls can be made by Koshivs Foundalion belore or alter my trealment or fulfilment of ihe “purpose”
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will nat automatically eniiiie me for receiving of continuing the sald sssistance. The decisian for granting end/or wontinuing the sslstance will rast solaly
with the Trustees of Koshika Foundalinn, and their dadlalsn b this regard will be final ard accaptable 1o me
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AGREEMENT by HOSPITAL (Fwmrs g1 W)

By afwing hetsunder, signature af our Authonsed Signatary for recommanding 1his cassipatien for financial assistance from Keshika Foundation, we
[Hospital) hareby affirm & accept following:

1) fhat we reither are presently noe will in haure avail of Tnascml assstance from @nother NGO or any other source, for the same patienticase, as we am
raquesiing to gel from Koshika Foundatan, lo the axlen) that such assistance |5 granled by Koshika Foundation. |f fhe requested assistance |s nol granted
by Koshika Foundation, in part or in full, then the Hospital reservas iU's fight 1o maka up the shortal from anather NGO or any other source. This
confirmation essentially statss thal the Hospital wil not avall any duplicate assistance lor the seme patient/case from any other NGO or any ofher source.
2) The zesistance rom Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisad/conducted by the Hospital on the
patlent, Is based on the arangement batween the patiant & the Hospital, and Is in no way inlhignced by Koshiks Foundation. Hence, the Hospital wil
agsume solo & complate responsidity of the freatment & it's outcome & safaty of the patient, and Koshfke Foundation will have no role or responsibility
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