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1} 1 heteby ganfirm tatall details in this Farm are True lo the best of my knowledge. Any false staement wiil render my Application 4 ongoing assstance, f any,
llzhile foor rjeetion/cancellation.

2} | solemnly confimm that essistance, if mcelved from Koshiks Foundation, will b used only for the “purposa”, as stated in this Form, for which such essisience

wis requested by ma.

3} hevaby confimm that | have not 8 will not in futurs. avisil of reimbursemant. in part o in full, from any other source/amployer/insurence company, of the amount

for which thls esalstancs s requesiad.
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AGREEMENT by APPLICANT (smaes g %)

1) By afiking my signature or thumb imprassion on this Form, 1 tApplisant) hereby spree & authodse Koshika Foundation and I's Trustass ta
use/publiskiput-upfreproduce my name, address, photp & datalls of the *purpoze”, for which sush asslsiance is requesied/granted, through eny
medium, including but not limited o verbal, print, slactranle, for soliciting denations for Koshika Foundation and/or dissemingting Infarmation aboul il's
mctividesfachinvements. Such use of my sholo & detsils can be mads by Koshika Foundstion before or aftar my treaimant or fulfiiment of the *purposa”
for which assistance is being reguasied,

2) | {(Applicant) further agrea thal any such Uss of my nome, add-ess, phota & details of the “purposs”, for which such assislangs is requestedigranted,
will nat eutomatically entitla me for recelving or comtinuing the said 2esistance, The decision for granting andfar continuing Iha assistarca will rest salaly
with Ihve Trustess of Koshika Foundation, and iheir declsion Is this regard will be final and sccepiable to me
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——AGREEMENT by-HOSPITAL (il i )

By affixing heseunder, signatura of cur Authorised Signetory for recommsnding this casafpationt for financial assistance from Keghike Foundation, we
(Hospltal) heraby &ffirm & sccapt following;

1} that we nelther ara presanily nar will In future svail of financial assistance from analhet NGO or sny other source, for the same palienticase, 45 wa are
raquesting to gel from Koshika Foundstion, 1o the extant thal such assistancs ks granted by Koshika Foundstion, I the requested aselstance ls not granted
by Koshika Feundetion, in partorin full, then the Hospitel reserves it'a right to make up the shartfall from another NGO or any other source. This
vonfimmation essaniislly stales that the Hoapital will not avall any duplicate assistance for the same patient/case from any other NGO or any olhor soutce,
2) The assistance from Kashlks Foundation is only financial in nalure, The choioo of the treatment/procedure advised/conducted by the Hospital on the
patlent, is based on the arrangement betwsen tha patient & the Hospltal, and is in no way Influenced by Koshika Foundation, Hence, the Hospital will
assuma eole & complate respansibility of the treatment & its outcome & sefely of the patient, and Koshika Foundation will have no role or responsibility
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