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1) | hereby confirm that ol desals in this Form are True 1o the best of my knowlede. Any faise statament will ronder my Application § ongoing assistance, If any,
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2) | sciemnly confirm that assistance, ¥ received from Koshika Foundation, will be used only for the “pumcse”, 88 stated in this Form, for which such assistance
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1) Ly affxing my signature or thumb impression on this Foem, | (Applicant) haroby agree & authorise Koshike Foundation and s Trusiees 1o

use publshiput-uplreproduce my name, address, photo & detads of the “purpose’, for which such assistance is requestedigranted, through any

meoum, includng but not Bmed 1o vertal, print, slectronic, for soliciiing conations for Xoshika Foundation andior disseminating information about i's
activhes/achievernents. Such use of my pholo & details can be made by Koshika Foundation belfore or afier my treatment or Aulfiment of the “purpose”
for whech assistance is being requested.

2) | (Agpiicant) further agree that any such use of my name, address, photo & dotals of the “purpose”, for which such assistance ks requestedigrasiod,
will not sutomaticaily entitie ma for recetving or continuing Ihe sald assistance. The decision for granting and/or continuing the assistance wil rest solely
with the Trustees of Koshia Foundation, and their docision is this regard wil be final and acceptable o me
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By affixing hereundee, signatute of our Autharisad Signatory for recommanding this casa’natient for financial assistance from Koshika Foundaton, we
(Hospital) hereby s*frm & accept following:
1) that we neither are presently nor will in future avail of fmancial assistance from another NGO or any pther source, for the same palient'case, a8 we are
requesting 1o got from Koghika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, In part or in full, then the Hospaal resorves 2's right to make up the shortfall from ancther NGO c¢ ary other sourco. This
confirmation essantiaily states that the Hesptal will not avall any duplicale assistance for the same potienticase from any other NGO or ary other source.
2] The assistance fom Koshika Foundation |s caly financial in naturs, Tha cholce of the reatmentprocodure advised/conducted by the Mospital on the
patent, s based on the arangoement batwean the patient & the Hospital, and is in no way influpnced by Koshika Foundaticn. Hence, the Hospital will

assume sole & complete responsdiity of tha reatment & it's outcome & salety of the patent, and Koshika Foundation will have no role or responsibilty
in the mater
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