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1) | horety confirm that all Setalls In this Form are True 10 the best of my knowledge. Any falso statament will render my Application & ongoing assistance, if any,
Nadsle for

2) | solermnty confirm Tt assistance, if recenved from Koshina Foundation, wit be used only for he “purpose”, 85 niatad in this Form, for which such assatance

was 10Quesiod by me.

3) | neroby confrm that | have not & will not in future, aval of resmbursement, in part of in &4, from any ohe. Tourceiampicyorfinsuzance company, of the amount
for which this a5sistance is requested.
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AGREEMENT by APPLICANT (smicw oo %01)

1) Ly #ffiong my signature of thumd imprasaion on this Form, | (Applicant) hareby agree § suthorise Koshika Foundation snd It's Trustees to
usepudishiput-apireproduce my name, adcress, photo & dedalls of the “durpose”, for which such assistance &5 roquesiedigranted., throogh any
moeum, nciuding Bt not limited 1o verbal, print, electronic, for soliciting denations for Koshika Foundation andlor disseminating information about it's
schmbesachicvements, Such use of my photo & detalls can be made by Koshics Founcation bafore or ahar my esiment o huliment of the “purpose”
for wich assistance 3 beng requesied

2) | [Appicant) further agree that any such use of my name, addross, photo & detads of the “porpase”, for which such assisiance & requestedigranied,
will not awtomatcally enditia me for recasving or continging Ihe sald assistance. The decision for granting asdicr continuing the assistance will rest solely
with the Trusiees of Koshika Foundation, and Iheir decisdn in this regard will be final and acceptable 1o me
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By sMtixing hereunder, mgnature of our Autherisac Signateey for recormmanding thes case/patient for financial sssistance from Koshika Foundation, we
(Hospial) hereby affim & accept foliowing:

1) that we nelther are presantly nor will in future avail of fnancial assstance from ancther NGO or any other source, for the same patienlicase, 83 we afe

requasting to gol from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requasied sssistance is not granted

by Koshiua Foundation, in part or in full, then the Hospital resecves It's right 1o make up the shortfall from snother NGO cr any other source. This

confematon essentigily states tat the Hospital will not avail any cuplicate assistance for the same patienticase from any othor NGO or any other sowrce.
2} The assistance Yom Koshika Foundabtion is only financial in nature, The choice of the treatmentorocedure advisedicanductad by the Hospital oa the

patient, s based 60 the afrangement batweoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitsl will

&3sume sole & compiela respoasbiity of the troatmont & it's outcome & safety of the patient, and Keshika Foundation will have no role of responsibiity
In the matter
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