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1) 1 horety confirm thaat o8l detalls m Ihis Farm are True to the best of my knowledge Any false statomont will tender miy Application & opgoing assistance, If any,

liable for reEchion/cancallston.
2} | nolemnly confitm that assistance, if vecotved from Koshika Fourdation, will be used only lor the “pupose”, as sialed in this Fom, fi which such assmstance

wis reguesiid by me.
) | hereby confirm that | have not & wil not in fulure, avail of rembursement, in part or in full, fram any ofher sourcelemployedinsurance company, of the amount
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AGREEMENT by APPLICANT ( smiew g %111)

1) By aMising my signature or thumb improssion on this Form, | (Applicant) haraby agree & suthoripo Koshiks Foundation and s Trustoos 1o
use/pubksh/put-upireproduce my name, address, pholo & details of the “purposa”, for which such assistance |s requested/granted, through any
e, Including but not limded Yo verhal, prinl, elacitonic, for soiiclling donations lor Koshika Foundalion andior disseminating information sboul if's
activllies/achievemants. Such use of my pholo & delails can bo made by Koshiks Foundation betara o after my treatmant or fulfiiment of the *purposs”
for which assisiance s being requesiod
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with the Trusteas of Koshika Foundalion, and their dociion ia thin regard will be final and scceplable to me
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By sffizing heraundar, signaturn of our Authorised Signatary for meammanding this casa/patient lor fnancial assistance fom Koshiks Foundation, we
(Hosphat) hereby affirm & accept following:
1) that we: nelthes sre presently ror will in fullire avail of linancial assistance from another NGO or any olhar sourca, for the sema palientcase, ai we ars
requestng 1o gat from Koshika Foundation, io the exdent that such assislance is granted by Hoshika Foundation. |f the requestod assistance is nol granted
by Koshikn Foundation, in part or in full. than the Hospital mserves it's right fo make up the shorfall from anothar NGO or any other sourcs. This
comfirmation sssantinlly stistes that the Hospitel will not aval any duplcale asslstance for the same patienticase from any other NGO or any othar source.
2] The astistance from Koshika Faundation is only financial in nature. The choice of ihe reatment/procedurn sdvised/conducied by the Hospial o the
pablenl, 6 based on the srmangement between the patient & the Hoapital, and i€ in no way miluenced by Koshiks Foundation, Hence, the Hospital will

essume sole & complete responsidility of the restment & iU oulcome 4 salaty of the patient, and Koshiks Foumdation will heve no rale or responsibility
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