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1) | hereby eonfinm that all details in this Form dre True (o the best of my knowledge. Any lsise statemant will render my Application & cnigoing assistanca; Hany,
lizble for relecton/canceliation.

2) | solemnly confirm that assistance. if received from Koahike Foundation, will be used only for the “purpose”, a5 stated in this Form. for which such assistance
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3) ( hermby confirm that | have not & will nol in future, avail of reimbursement. in par of in full, from sny ather sourcafemploverfnsurance company, of the amount
far which this assistance s requeshed,
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1) By affimng my signature or thumb impression on this Form, | (Applicant) hereby sgree & suthorise Koshika Foundation and it's Trustess 10

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

miadium, including but not limited 18 varbal, print, slectronic, for soliciting donations for Koshika Foundation andlor disseminating Information about it's

soiivilies/achievements. Such use of my photo & delsits can be made by Koshika Foundation tefors or efter my treatmen or fulliimant of the “purpose”
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wilh the Trusiees of Koshlka Foundation, and thesr decizion ik this regard will be fing! and accepiable 1o ma.
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AGREEMENT by HOSPITAL (Femm ZW W)

Sy affixing hereunder, signature of our Authorised Signatory for recommeaniing this case/pafient for financial assistance from Koshika Foundatlon, we
{Haspital) hereby affirm & accept fallowing:

1) that we naiiner ars presently nos will in future avall of financlal sssistance from ancther NGO or any other source, for the same patent/case, a5 we ge
requesting o get from Koshiks Foundation, to the exient that such assistance is granted by Koshika Foundation. [T the requasted assistanca is nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves ir's right 1o make up the shorifall from anather NGO or any olber source, This
confirmation essentially states that the Hospital will not avail any duplicate essistance for the same palient/case from any other NGO or any other souce
2) Tha assistance from Koshika Foundation is only finsncial in nahife. The choice of the reatmentfprocedure advized/conducted by the Hospltal on the
patiant, is based on the armengement betwsasn Lthe patient & the Hospital, and is in no way influsnced by Koshika Foundafion. Hanoe, tha Hospital will
asguma sole & complele responsibiity of the treatment & It's outcome & safsty of the patient, and Koshiks Foundation will have no role or responsibility
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