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1)1 heereby oonfirm at =6 detaits in this Form-are Tree 1o the best of my iowiedge, Any faiss statermoent will render my Applcation & engaing asssstance, il @y,
lable for repectioncancallation

2} | solemnly confirm that assistance, if recelved from Koshika Fourdation, will be used oniy for the "purpose”. @s statad in this Fomm, for which such assistance

e roquenied by me.

3} 1 heredy confirm that | kave nol & will nat in future, avad of rembursement, in part of in full, from any other sourcefemployerinsuance company, of the amount

Tt withch s aosistance W reguested
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AGREEMENT by APPLICANT (anie® om 01)

1) By alfixing my signature or fhumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees to

L publshipul-upeproduce my name, adiress, pholo & detalls of the “purpese”. for which such sssistance i requesisd/granted, through Bivy

medium, including bul not limited to verbal, prnt, sdectronic, lor soliciling donations for Koshikas Foundalion andior disseminating informasion about i's

ctivities/achisements. Such use of my photo & detalls can be made by Koshika Foundation belore or after my treatment or fulflimenl of the “purposs”

for which ansistance is being requesied.

Z]thpﬂ-:mnnmmahlrmeuutmm.mm.m&duhhﬂdw'wm'.!uwmmmmmuwm.

will nal automatically entitle me for recelving or conlinuing the sald assistance. The decision for granting andior continuing the assisance will rest solaly

wifh the Trustees of Koshiks Foundation, and thair decision i this regard will be final and acesplable (o me.
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AGREEMENT by HOSPITAL (Fmaes o0 %)

By affiuing hevaunder, sgnature of our Authonsed Sgnatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
(Hospital) hersby affiern & sccept following:

1) that we neither sre prasently not will in fulure avall of financial assistance from anather NGO or any olher source, for the same patient'case, o5 we are
requesting o gel from Keshika Foundation, 1o the exdent that such assistance is granted by Koshika Foundation, If the requested assistance is nol granied
by Koshika Foundation, in part or in full, than the Hospital reserves it's nghl 1o make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospial will not avall any dupllcate assistance for the same patisnt/cass from any other NGO or any olbwir source
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patisnt, is boased on ihe arangement betwasn the patient & the Hospital, and s n no wiry Influsnced by Koshiks Foundation. Hance, the Hospital will
assume sola & complete responsibiily of the treatment & s cutcome & safety of the pabent. and Koshika Foundaton will heve no rale or responsibill iy
in the rmatlor
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