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1) | haraty confiem that sll detads in Sis Form are True io the best of my knowledge, Any Telse stalemant will rander my Application & ongoing assidance, ll'l'lr
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2) | solermndy confitm thid ssaistance, f recaived from Koshia Foundstion, will be used anly for the "purpose”, ns stabed in this Form, for which such assistance
was requesied by me
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1) By affxing my signatiurs o thumb inpression on this Form, | [Applicant) homsby sgres & oumorise Koshika Founaation snd it's Trusiees 10
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frigdium, Including bul not limited o verbal, prnt, elecironie, for soliciing denastions for Koshika Foundaton andior dsseminaiing informaton aboul if's
actifies/mchisvements, Such use of my phole & details can be made by Koshia Foundation before o after my trestment or fulfiiment of the “purpose’
for which asssstance & baing requested.
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will nat sutomaticelly antils me for receiving of continuing the sald assistance. The decision for granting snd/or continuing the assistance will rest solaly
with tho Trustees of Koshika Foundation, snd Teir decision is this regard will be final and acceptable 1o me
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By affining hereunder, signature of our Authorised Signatary tor recommending this caseipalisnt for financial sssistance from Koshika Foundation, we
(Hospital] hersby affirm & accept following:

1] that we nelther are presertly nor will in futare avall of financial assistance from anoiher NGO or any other source, for the same patienticase, as we are
requasiing to get from Koshika Foundation, 1o the sxient that such sesistancs i granted by Koshils Foundation. H the nequested assistance is not granted
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2) Tha essistance from Koshika Foundation is only financial in nature. The choice of the reatmentprocediune sdvised/conducted by the Hospital on the
patienl, = based on the srangement batween the petient & {he Hospitad, and is In no way Influenced Dy Koshika Foundalion. Hence, the Hospital will
assume solo & complete meponsibiity of the treatment & i's outooms & safety of the pateent. and Koshika Foundation will have no mie o responsibility

| e matbes.

rot aifen, v o v W T W st w0 T woee gy feadon ok §, felt e (re) B e @ ws w sl s b

1) % e 98 wine ole 3 F i S fafer weme fedt & oo smm ow el s w @ oow Divaes S ow @ o § 86 feooed C sl Tt
# B e 3w ¥ s d Ceifm e oo e i % b o St wretvet oo wenem R sTeesER B T W Sw e | o s
forsit sty wol W o fed s e W T i oW s e e b owogfe o see o we & i s fpfe s s Sl by Sl

e ot v w1 fedt w wner ® ) s

L “wie wEEERT A W O Twem v fuim weieow & 7 ow ree o O o e @ R R Tewies W o o e
w Wy w fen § oy i wetw " g Tl wen s owd e s b el pemee o il o pew ma ol et wd & o Bt o o wem
wtowrd o “wifie W W ofw @ et W o S ool

RECOMMENDED FOR ACCEPTENCE
i ® T de

s FOR INTERNAL USE of KOSHIKA FOUNDATION s T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | = . 2

vl ST

17.11.2025



