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1) | hereby confirm that sl detals in ™ Form are True 13 B best of my knowledge. Any felse statement will render my Appicesion & ongoing
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2) | solemevly confiern thal gasistance, if recoived from Koshiks Foundation, Wil be usod only for the "pirpose”, as stated is this Form, for which such

win requested by me.

3) | hevoby confrm that | have not & will not in Kture, avad of reimbursement. in parnt o is ful, from any ofer scurce’employerinsorance company, of the

for which this assistance is requesied.
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1) Ly &lxing my sipnature or thumb impression on this Form, | (Applicant) heredy agree & authorise Koshia Foundation and It's Trusiess o
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actimbas/achiovemonts. Such use of my phato & dotads car be mada by Koshika Foundation bofore or after my roatment or ftfiment of the “purpese”
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AGREENENT by HOSPITAL (ywomm B W)
By alfwirg hereunder, signatura of our Authorised Signatory for recormmending this case'patient for financal assistance from Koshis Fourdation, we
(Hcsptal) hersby affirm & accept following:
1) fal wa relher are presently nor wil in futare avail of fnancial assistance from ancther NGO or any other source, for the same patent/case, 2t we aro
roquesting to got from Koshika Foundation, 1o the extent that such ansistance is grantad by Koshika Foundation. If the requested assistance is not granted
by Xoshika Foundation, in part or in full, ten the Mospizal reserves It's right 1o maka 1 the shoatfall from ancther NGO or any cther source. This
confrmaton essentaly states that the Hospital will net svail any duplicaio assistance for the same pationticase from any cther NGO or any other sowrce.
7) The assistanca from Keshika Fosndaton is ooly financial in nature. The cholos of the treatment/procodure advised/conduciad by the Hospitsl an the
potant, is based on the arangement batwean the potect § the Mospial, and Is In no way nfluenced by Koshika Foundaticn, Hence, the Hospital will
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