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1) | hereby confirm that all detals in this Form are True 10 the best of my knowledge. Any false statoment will render miy Application & angoing assstange,
kable for reyection/cancelation.
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AGREEMENT by APPLICANT (saice oa %ut)

1) By affang my signature or thumb impression on this Form, | (Applicant) horeby agree & authorise Kosivka Foundation and it's Trustess to
wse/pubishiput-upireproduce my name, address, photo & dotails of the “purposa”, for which such assistance is requosiedgranted, through any
maodium, inchuding but not Emied to vorbal, print, electronic, for solciting donations for Koshia Foundation andior disseminating information aboet it's
activibes/achievements. Such use of my pholo & detalis can be made by Koshika Foundabion before or aftor my troatment or fulfilment of the “purpose”
for which assistance is being roquesied.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpase”, for which such assistance & requesiodigranted,
will not automatically onditle me for recaiving or continuing the said assistance, The decision for granting andlor continuing the assistance will rest solely
with the Trusteos of Koshika Foundation, and their decision is thes regard will be final and accaptabie 1o me
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AGREEMENT by HOSPITAL (wess= pu waR)

By affixing hereunder, signature of our Autharised Signatory for recommending this case/patent for financial assistanca from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently noe will in future avail of financial assistance from ancther NGO or any other source, for the same patient/case, 33 we are
requasting 10 got from Koshika Foundation, 1o the extent that such sssistance is granted by Koshika Foundation. if the requested assistance is nol granted
by Koshica Foundation, in pant o in full, then the Hospital reserves It's right to make up the shoetfall froem ancther NGO or any other source. This
confirmation essentially states !at the Hospital will not avall any duplicate assistance for the same patientcase from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advised/conducted by the Hospital on the
patent, is based on the arrangement betwean the pationt & the Hospital, and is i no way influenced by Koshika Foundation. Hence, the Hospital wil
gasume sole & compiete respoasibility of the troatment & i's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
i 1he matier
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