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1) | heroby ganfiom that all detals in this Form are True (o the best of my knowlodge. Any false statement will rendes my Application & angaing assistance, If any,
lizbi for raject)

rajection/canceiation
2} | solemnly confirm thal sssistance, If received from Koshia Foundation, will be used only for the "purpese”, as staled i this Form, for which such assistance
waE requested by me.
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1) By alixing my signature or thumb impression on this Form, | (Applicant) heraby agroe & authorise Koshiks Founaation and ir's Trustaes 1o
use/pubiinh/pul-upireptoduce my name, address, photo & datails of tha “purpose”, Tor which such assistance is requested/granted, through any
medium, ncluding but not limfied (o verbal, prinl, electronic, for soliciting donations lor Koshika Foundation andfor disseminaling Information aboul s

aciiviiesischlovermants. Such use of my pholo & detalls can be made by Koshie Foundation before or after my treatment or fulfilment of ihe “puspose”
for which assisizncs s being requested.
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will nal sutematicalty entiie me fior recelving of continuing the said essistance. The decigion lor granling sndfer continuing the assistance will rest solely
with e Trustess of Koshia Foundation, and their decision & ihis regard will ba final and acceptable to me,
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AGREEMENT by HOSPITAL (wigme @m wuU1)
By affixing hemeunder, signalure of our Authorised Signatory for recommaending this case/patient for Rnancial assistence from Koghika Foundalion, we
(Hospital) hetely affirm & sccept faBowing:
1) thal we nelther are presenily nor will in Ruiure avall of francil assiglancs from snother NGO or any other source, or the same pationt'case, as we an
requasting lo gel from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requesied assistance is not granied
by Keshika Foundation, in part or In full, then the Hospltal reserves it's right 1o maka up the shotfall from another NGO or sny other sourca. This
canfrmation essentially states that the Hospital will not avail sy duplicate assistance for the sama patlentcass from any other NGO or any other source
2) The assistance from Moshika Foundation Is only financial in nature, The chaice of the teatment/procedure advised/conductad by the Hospital on the
palent, is bassd on the amangement betwsen the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospal wil
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