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1) | hereby confirm that all detadls in this Form ane True to e best of my knowledge. Any false statement will render my Application & ongoing assistance. if any,
|iahle for rajection/cancelialon

2} | salemnly confirm that assistance,  received from Koshiks Foundation, will be used only for the "purpose”, as siaded in this Fom, for which such assisinnce

Was roquestod by mi

3) | hereby confirm fhat | have nol & will nat in ulure, avail of reimbursement. in part o in [, from any olher scurse/employerinsurance company, of the amount

for which thin nesistancs s requestod
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1) By affixing my signalum or thumb impression on this Form. | [Applicant) hereby agree & authoriso Koshike Foundation and it's Trustoes 1o

useipublishipul-upreproduce my name, sddress, phaio & detalls of the “purpose”, for which such assistance is requesiedigranted, through any

medium, mctuding but not Bmited 1o verbal, prink, electronic, for soliciling donations for Koshiks Foundation andior dissominating Information about it's

aotivilieslachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpasa®
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2} | [Applicant) hurther agree that any such use of my name, address, photo & details of the “purpose”, for which such assstance is requestedigranted,

will nol sutomatically enfithe me for recaiving or continuing the sakd asaistance. The decision for granting andier continuing the sasistance will res! aclaly

with the Trusiees of Koshika Foundation, and thelr decision Iu this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (wFma 30 070

By affixing harsunder, signalute of our Authorised Spnalory for recommanding this case/patient for linancial assistance from Koshika Foundalion, we
(Hospltal) hereby affirm & accept lollowing:

1) that wa nedher ata presently nor will in fature avall of financial assistance from anolber NGO or any olher source, for the same patianlicace, B8 we ane
riguasting o gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundafion. If the requasted assistance is not granted
by Koshika Foundation, in part of in full, iven the Hospital reserves il's right lo make up the sharlfall from another NGO or any other source. This
gardirmation assentially states that the Hoapital will not avall any duplicate nesintance for the same patlent'cass from any other NGO o any other soutte
2] Tha assistance from Koshiks Foundation is only financial in nature. The choics of the treatmentiprocedure sdvissd/conductad by the Hospital on tha
pafient, is based on the arrangement betwaan tha patient & the Hospital, and s in no way Influsnced by Kowhika Foundation. Hanes, the Hospital wil
assume solo & complals responsibiity of the treatment & IU's cutcoma & safety of the patienl, snd Koshiks Foundation will have no rolo of responsisility
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