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BASIS for REQUESTING ASSESTANCE (Tick whichever i3 appicable)
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DECLARATION iy APPLICANT: 57iTS TT W ¥

1) 1 heredy confirm that afl details In this Form are Trug 1o the best of my knowledpe, Any false statement will render my Appiication & ongoing assistance, If any,
ladie for ' :

2 1 sciernedy confirm that assistance. If received from Koshia Foundation, will be usad only for the “purpose’, as stated in this Form, for which such assistance

wan requested by me.

3) 1 horoby condirm that | have not & will not In Asture, avail of reimbursement. In pant o in full, rom any other source'employerinsurance company. of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (s g0 wot)

1) Uy atfuong my signatare or thumb impeession on this Form, | (Applicant) heredy agree & authorise Koshika Foundation and It's Trustees to

use/pubishiput-up/raproduce my name. addeess, photo & details of the "purpose”, for which such assistance is roquesiedigranted, through any

megium, inchuding but not Imrted to verdal, prnt, electronic, for sofciting donations for Koshika Foundation andior disseminating information about if's

acunbes/achievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfitment of the “purpose”

for wixch assistance is being roquosted.

2) 1 (Aophicant) lurther agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requesiodigranied,

will "ot automaticaily entitie mo for recening or CoNtinuIng the Sa¢ assistance. The decision for granting andior continuing the assistance will rest solely

with the Trustees of Kosivka Foundation, and their docision Is this rogard wil be final and acceptable o me.
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AGREEMENT by HOSPITAL (v 30 ®R)
By affcmg herounder, signature of our Authonsed Signalory for recommending this case/patent for Snancial assistance from Koshika Foundation, we
(Hospital) heredy affirm & sccept foliowing:
1) that we neither are preseny nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, 23 we are
requesting to get from Koshika Foundation, 1o the sxtent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in part or in Al then the Hospital reserves it's right 10 make up the shortiall from another NGO or any other source. This
confirmation essentialy statos that tho Mospital will not avadl any duplicate assistance for the same pasient/case from any other NGO or any other sowrce.
2) The assstance from Koshika Foundation is only financal in nature. The cheice of the treatment/procedure advisediconductod by the Hospital on the
pationt, Is basod on the amangemant betwaen the patient & the Hoapital. and s in no way influenced by Koshiks Foundation. Hence, the Hospits! will

assume scie & complete responsibilty of the reatment & it's oulcoms & safety of Ihe patent, and Koshika Founcation will have mo role of responsibilty
I the matter,
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