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1) § hereby conlem that ali details in this Form are True o the best of my knowledge Any lalse statement will render my Applicalion & angon
hable for rejection/canceliation

2) 1 solemnly confirm that assisiance. if received from Koshika Foundation. will be used only for the "purpose’. 3s stated in Iis Form. for which such e

was requesled by me

3) I hereby contim that | have not & wall noln lulure. gvail of remmBursement. in pad or in full, from any other source/emplo

for which this assistance is requesled "
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AGREEMENT by APPLICANT (3w TR Fm)

1) By affixing my signalure or thumb impression on this Form. | {(Applicant) hereby agree & quthorise Keshika Foundation and iI's Truslees to

use/publish/pul-upireproduce my name, address, photo 8 details of the “purpose’, for which such assistance is requested/granied, through any

2) | {Applican) lurther agree thal any such use of rmy name. address, photo & delails ol Ihe "purpose”, lor which such assistance is requesled/yranted,
will nel automalically entile me for receiving or conlinuing the said assisltance The decision for granling andfor continuing the assistance will rest solely
with Ihe Truslees ol Koshika Foundalion, and therr decision is this regard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL (¥ B FW)
By affixing hereunder, signature af our Authorised Signatory for recommending this caselpalient for financial assistance from Kostika Foundalion, we
{Hospital} hereby aflirm & accep! following:
1) that we neither are presenatly nor will in future avail of imancial assistance Irom another NGO or any other source, for the same patient/case, as we are
requesting 10 gel from Koshika F oundation, 1o the extenl thal such assisiance 15 granled by Koshika Foundation, If Ihe requesled assislance is nol granled
by Koshika Faundalion, in part or i1 full, then the Hospilal reserves it's nght to make up the shortfall from anoiher NGO or any other source. This
confirmation essentially siales thal the Hospital will not avait any duplicate assisiance for lhe same palient/case Irom any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nalure. The chaice of the Ireatment/procedure advisediconducted by the Hospital on the

patient. 1s based on the arrangement belween Ihe patient & the Mospital, and is in no way inflluenced by Koshika Foun tlospitz! will
assume sole & complele responsibility of the realmen) & W's outcome & salety of the patien!. and Koshika Foungse®e wi! have np ronr\'\,ns,;bih[y
it the maller.
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