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1) | hereby confirm that all detads in this Form are True 1o the best of my knowladge. Any faise statement will render mry Applicatica & ongeing assistance,
habie for rejection/canceliaton

2) | solermrly confiem that assistance, If recolved from Koshika Foundstion, will be used only for the “purpose”, as stated in this Form, for which such
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1) Uy affixing my signatie of Thumd imprassion on this Form, | (Appiicant) heredy agroe & suthorise Koshia Foundation and It's Trustees to
usopubishiput-upireproduce my name. addmaes, photo & details of ™he “purpose’, for which such assistance is requested/granted, through any
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2) | {Applicant] further agroe that any such uee of my name, adaress, photo & cetails of the “purpese’, for which such assistance Is requested/grantod,
will not sulomaticaly enlitie me for receving or condinying the $aid assstance. The decisicn for granting andior continuing the assistance will rest solely
with the Trustees of Koshia Foundation. ang thair decision is INs regarc wikl be final and acceptalle to me
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AGREEMENT by HOSPITAL (Tesmw p W)

By affadng hereunder. signature of our Authorisad Signalory for rocommanding this casaipatient for linancal assisiance from Koshika Foundabon, we
{Maspital) hereby affirm X sccept folowing

1) that we naither are peesenty nor will in future avail of financial assistance from another NGO or any other source, for the same patient'case, as we are
e 10 get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. if the requesied assistance is not granded
by Koshika Foundation, In part or In &, then the Hosplial reserves It's right 10 make up the shortfall from andther NGO or any other source. This
confirmation essentially states that the Mospital wib not aval any dupficate assistance for the same patienticase from any other NGO or any other source
7) Tha assstance from Koshia Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducied by the Hospital on the
pationt, is based on the arrsngement batween he patient & the Hospital, 8nd i In no way Influenced by Koshiks Foundstion. Hence, the Hospits! will
assume sofe & complete responsibilty of the weatment & s culcome & safety of the patient, and Koshika Foundation wil have no role of responsidilty
in the mather
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