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DECLARATION by APPLICANT: smies 1w v wa:

1) | heteby confirm thal all delals in this Form are True lo the best ol my knowledge. fulsa sistement will render my Application & ongoing assisiance, i
limbie for rajectonicanceitation. i - " o

2) | salemnly confirm that sssistance, ¥ recelved from Koshia Foundabion, will be usied only for the "purpose”, s stated in this Form, for which such assistance
was requesied by ma

3) | horeby confirm thal | have not & will not in future, avail of relmbursemaent, in part or in full, from ather sourca/amployerinsurance company, of the amount
for which this assistance s requested i
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AGREEMENT by APPLICANT ( sis g #ar)

1) By affising my signalure of thumb impression on this Form, | (Applicant) hereoy agree & authorise Koshika Foundation and i's Trusiees 1o
useipublsh/put-upireproduce my nisme, address, photo & details of the “purpose”, for which such assisiance is requesiedigranted, through any
medium, including but not limited 1o verbal, print, siectronic, for soliciting donations for Koshika Foundation andior disseminating Information about If's

mciivition/achievements. Such uso of my pholo & details can be made by Koghika Foundation bafore or afier my treatment of fulfiimant of the “purposs”
for which assistance is being requestad,

2) | (Applicant) hurthar agrea that any such use of my nama, sddress, pholo 4 delails of the "purposs”, lor which such asssiance (s requesiadigranied,
will nat aviomaticaily entiie me for receiving or continuing the seid assistance The decision for granting and/or conlinuing the sssistance will rest solaly
wilh the Trustees of Koshika Foundation, and thelr decislon |s this regard will be final and acceptabile 1o me.
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AGREEMENT by HOSPITAL (wwms o0 WOT)

By affixing hereunder, aignature of our Authorted Signalory for recommending this casalpalient for inancial assislance from Koshike Foundalion, we
{Hospital) haretyy affirm & accept following:

1) thal we naither am presantly nod will in Riture svall of fnanclal sssistance from anolher NGO of any othet source, lor the seme palientcase, bs we are
requesting to get from Koshika Foundation. to the exdent ihat such assistence is granted by Koshika Foundation. If the requested assistance is not graniad
by Koshika Foundation, in part or In full, then the Hoaplial eserves i's right to make up the shortfall from another NGO or any olher source. This
confimation essenfialty states thal the Hospital will not @mail any duplicals assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koahika Foundation is only financial in nature. The cholce of the ireatment/procedure advised/conducted by the Hospital on the
patient, & based on the arangement betwsen the patient & the Hospital, end is in no way influenced by Koshika Foundation. Hence, the Hospital will

agsurna sols & complels responsibiity of the treatmant & e oulcoms & aatety of the patient, and Moshiks Foundation will have no role of responaibility
in e matier
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Dr. Mohd. Rameez Reza




