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1) | hereby confirm that all detalls in this Form are True 1o the best of my knowledge. Any faise statemant will render my Application & ongoing assistance,
liable for rejection/cancaliation. . -
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was requesiad by me.
3) 1 hersby confirm that | have not & will nat in future, avall of reimbursamant, in part of in full, from any other sourcaiemployerfinslrance company, of the
for which this assistance is requested.
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1) By affining my signature or thumb imprassion on this Form, | {Applicant) herely agres & authorisa Koshika Foundation and iU's Trustees 1o
uselpublish/pul-upiraproduce my name, sddross, photo & detalls of the *purposa”, for which such assistance Is requestedigranted, throughany
medium, including but not limited to verbal, print, electronic, for soficiting donations for Koshika Foundation andior disseminaling information about it's
activities/achiavements. Eunhmulmyphutu!.umlhmbumthFmﬂaﬂmhﬂmamnﬂumWﬂmﬂuhﬁlmﬂth'
for which assigtance is being requested.

2) | (Applicant) fusther agres that any such use of my rama. address, photo & detadls of the “purpose”, for which such assistance Is requestedigranted, |
will not sutomatically entitle me lor receiving or continting the said assistance. The decision for granting and/or cantinuing the assistance will resl solely
with the Trustees of Koshiks Foundation, and their dacision |¢ this regard will be final and acceptabla to me.
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AGREEMENT by HOSPITAL (Teme ©U $70)

By affixing hateunder. signature of our Authorised Signatory for recommanding this case/patient for financial agsistance from Koshika Foundation, we
[Hospital) hereby affirm & acoept following:
1}ﬁulwna4ﬂmmprnm1tlrmrwﬂmm:mmlluffmndllmﬁuanHEmem'm. for the same patient/case, as we are
requesting to get from Koshika Foundation, o ther exdent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
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confirmation essentially states that the Hospital will not avail any duplicate sssistance for the sama pafient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advisediconducted by the Hospital on the
patiant, is basad on the arrangement batween the patiant & the Hospital, and 's in no way influenced by Koshika Foundation. Hence, the Hospltal will
gssume sole & complote respansibiiity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the mattar.
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