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1) | hesaty confiom that oll cetails In Wis Form s Troe Lo the best ol my knowiadge. Any false siatement will render my Application & ongaing assistance, if any,
linble for rejectionfeamncedation.
2) | sclamndy confirm Bhal essiyiance, ¥ recerved from Koshika Foundation, will be usad only for tha “plrpone”, &9 siated in this Form, for which such assistancs
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3) | hereby confiim thal | have not & will not in fuiure; avall of reimbursamant, in part or in full, from any other souwcsfemployerinsurance company, of the
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1) By affixing my signaiure of themb impression an this Form, | (Applicant) herety agree & aulhordse Koshika Foundation end ifs Trustees to

usafpublish/put-uplreproduce my name, address, photo & delalls of the *purpose”, lor which such nssistines s requestodigranted, through any

madium, including but not femited lo verbod, print, elestronke, for saliciting denatiens for Koshika Foundation andior dissomingting information about Its
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for which sasistance s being reguested

2] | (Applicant) furihor agree that any such voe of my name, oddress, photo & detalls of the *purpose”, for which such sssistance is equostad/graniad,
will not automadically entifla ma for recelving or cantinulng the sald asslstance, The declskon for granting andfor continuing the assistanco will rost solely
with the Trustess of Koshika Foundation, and their decision Is this regard will be final and scceplable to me.
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AGREEMENT by HOSPITAL (Fssard 550 L)

By =ffixing homunder, signsture of our Authorized Signstory for recommending this casa/patient for financial assisiance from Koshika Foundation, we
(Hospitai] hereby affrm & sccept following:

1) that we neldher aro presantly nor will In fulure avai of inancial assistance from ansther NGO or any other source, for [he same patisnlcase, &% we ge
requesiing o get frem Koshika Foundation, to the extent that such assiglance is granted by Keshika Foundation. If the requested aesistance is not granted
by ¥oshiks Foundation, in part orin ful, thean the Hoapital resenves IS right lo make up the shortfall from another NGO or sny other source. This
confirmation essenlislly states thal the Hespltal will net avall any dupicale assistance for the sama patientcase from any other NGO or any ofher sourge.
2) The assistance from Koshlks Foundation s only lisanciz! in nalure. The choice of the treatmentiprocedure advisediconductad by the Hospilsl on the
pationt, Is based on the arangement between (b patient & the Hospltal, and s in no way influenced by Keshika Foundation, Hence, the Hospital will
n;.mn sole & compiete responsibility of the treatment & s outzome & safaty of the patient, and Koshiks Foundation will have no rols o responsibility
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