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1) | hereby confirm tat al cetads i Mis Form are True 10 the best of my knowledge Any false statement wil render my Agplication &
iable for rejectionicancellation.

2} | sclamnly confirm that sssistance, If rocelved from Koshika Foundation. will be used only for the *purpose’, as stated in this Fomm, for

Wi requesiod by me.
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AGREEMENT by APPLICANT (sios 0 a0)

1) By affiong my signature of thumd imgression on tis Form, | (Appkcant) herety agree 8 authorise Koshika Foundation and IU's Trustees 1o
use/pubishiput-upireproduce my namo, address, photo & delads of the “purpase”, for which such assstance is requestedigranted, through any
medium, including but net imited o verbal, peint, electronic, for sohciing donations for Koshika Foundabon ancior disseminating information about £'s
actvibes/scraevements. Such use of my photo & detalls can be made by Koshika Foundation before o aftor my treatment or fulfilment of the “purpose”
lor which sssistance 3 benyg requesied.

2) | (Applicant) further agree that any such use of my name, addrass, photo & details of the “purpone”, for which such assistance is requesteaigranted,
will not sutomatically antitle mo for receiving or continuing the sasd assistance. The decision for granting andicr continuing the assistance wil rest sololy
with e Trusteas of Koshika Foundation, und ther decsion is this cegard witl be final and acceptable to me
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AGREEMENT by HOSPITAL (svwsl o0 WT0)

By affuing hereunder, sgnature of our Authonsed Signatory for recommending (his caselpatient for Bnancial assistance from Koshika Foundation, we
(Hospital) heceby affern & accopt following

1) that wa neither azo peasantly not will in future avail of fnancial assistance from another NGO or any othor source, for the some pationticase. 8s we ane
requesting 10 get from Koshika Foundation, 1o [he oxtent that such assistance is granted by Kostiks Foundation. If the requesied assistance is not granted
by Kosheia Foundation, in part o in full, then the Hospial resecves it's nght & make up tha shortfall from another NGO or any other source. This
confirmation essentially states that the Hespital will not avad any dupiicate assistance 1or the same patienticase from any other NGO or any other scurce,
2) The assistance from Koshika Foundaton s only financal in nature The choice of the trpatmentpwocedure sdvisediconducted by the Hospital on the
patiend, Is based on the arangemant batwean tha patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospital will

assume soie & complete responsibility of the Yreatment & it's outcome & salety of 1ho pationt. and Koshika Foundation will have no role or responsibiity
in the matler.
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