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1) | heraby confim thsl & details in this Form ere True fo the best of my knowledge, Any false statamant will rendar my Application & onpoing essistance, I any. s

ligkle for rejecton/cancetiaton.
2} 1 salamnby confim that acsictance, if recslved from Koshika Foundation, will be uvsed only for the ‘purposea”, 2% siated in this Fomm, for which sbch assisiance
was requested by me.
3} | heraby canfiem tkat | have not & will not in future, svail of reimbursement, In pert or In 1ull, from any olhar source’smployeninsurance company, of the amoun
for which this peststance |s requasted.
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1} By affizing my signature of Humb Impression an this Form, | (Applizant) hereby agrea & suthorise Hoshika Foundstion and it's Trustees 1o
usafpubllshiput-up/reproduse my name, address, photo & delalls of the "purpoge’, fat which such asyistane |s requasied/granted, through any
mediun, including But not limited to verbal, print, eiectronic, for solicing donatlans for Koshike Foundation andior dissaminaling Information sbout it's
aciivities'echlovements, Such uss of my phate & dataiis can be made by Koshika Foundation kafore of after my treatmant or fulliment of tha “purposa”
for which esslsienca |s balng requested.
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AGREEMENT by HOSPITAL ™ (577We BRI i)
By sffixng harsunder, slonature of our Autherized Signatory for recommanding this cesefpatient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & ocept followling:
1) that we nalther are presently nor will in future avall of financial assistance from ancthar NGO or any othar source, for the same patienticase, a5 we ane
requesting Lo get fram Koshike Foundation, to the extent that such assistence |s grantad by Koshika Foundation, If ihe requested assistance is not granted
by Keshika Foundation, in part or In full, then fhe Hospial reserves i's right to make up the shortfall from snathes NGO or any other sounce. This
confirmalion sssentially states that the Hoapltsl will not avall any duplicate assistance for the same petient/cass from any other NGO or any olhsr source,
2) The asslstance from Koshlka Foundstion ks only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital an the
patient, is based on the arangement belwean the palient & the Hosplal, and Is In no way Infleenced by Keshika Foundation. Henca, the Hospital will

gssume sale & camplata responsibility of the reatment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or respansibllity
in lhe matter.
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