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1) | herety confiem that all detalls in this Form are True to the best of my knowledge. Any false slalement will rander my Application & ongoing assistance, il any,
lisble for rejection/cancellation

2 | solemnly confirm that assistance, If received from Koshika Foundation, will be used oaly for the "purpose”, as siated in this Form, lor which such assistance

was requastad by me,
3) | hereby confirm that | have not & will not in future, avell of reimburssment, in part or in full, from any other sourcefemploystiinsurance company, of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (svamw gt w1

1) By aflixing my signature or thumb impression on this Form, | {Applicant) heroby agree & authorise Koshika Foundation and i's Trusiees to
use/publish/pyl-up/reproduce my name, address, photo & detalls of the "purpose”, for which such assistance is requesied/grantad, through any
medium, incliding but not limited 1o varbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
aclivilestuuhlever—its. Such use of my photo & detalls can be made by Koshika Foundation belore or after my treatment or fulliiment of the “purpose”
for which assistance Is boing requestad.

2) | {Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance Is requested/granied,
will nat automatically entitle me for recaiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will res! solaly
with the Trusiees of Koshika Foundation, and lhair dacision is this regard will be final and acceplable io me.
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AGREEMENT by HOSPITAL (w=uiwel g %)

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Hospital) hereby affiom & accept fullowing. y

1) that we neithor are presantly nor will in future avall of financial assistance from snother NGO or any other source, for the same patienlicase, as we are
requesting 1o get from Koshika Foundalion, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance s nol granted
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confirmation assantially statas (hat the Hospital will not avail any duplicete assistance for the same pafient/case frem any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the irestment/procedure advised/conducted by the Hospital on the
patlent, is based on the arrangement betweon the patiant & the Houpital, and Is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assuma sole & complele responsibility of the treatment & I's cutcome & ssfety of the patient, and Koshika Foundation will have no rale or responsibility
in the malles.
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