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1) | hereby confirm hat all details in this Form are True 1o the best of my knowdedge. Any false statement will render my Application & ongolng assislance, If any,
listile for rejection/canceliation,

2) | sotemnly confirm (hat assistance, If recelved from Koshika Foundation, Wil be used only for the “purpase®; as siated in this Form, for which such asslstance
was requesied by ma.

3 | hereby confirm that | have not & will nat in future, avail of reimbursemant, in part arin full, from any other source/amployeriinsurance company, of the amount
for which this assistance @ requested
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agras & authorisa Koshika Foundation and It's Trustess to

usalpublish/put-upireproduce my name, sddress, photo & detsits of the “purpose”, Ior which such assistance is requested/granted, through sny

medium, Including but nat limited to verbal, pring, electronle, for soliciting donatlons lor Keoshika Foundation andlor dissem|nating information aboul it's

activiies/achigvemants, Such use of my pholo & details can be made by Koshika Foundation before or after my treatment of fulfilmsnt of the "purpose”
for which assistance is being requested.

21 1 {Applican!) lurther agree thal any such use of my nams, address, photo & detsils of 1he "purpose”, for which such assistance |s requested/granted,
will ol sutomaticsily entifie me lor receiving or continuing the sald ssséstance. The decision for granting and/or conlinuing the assistance will rest sclely
with tha Trustees of Koshika Foundation, and their decision is this regard will be fingl and acoeptable to me,
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AGREEMENT by HOSPITAL ([ wosam 30 &)
By afficing haraundar, signature of our Authorised Signatory for recommanding this casa/patiant for financial assistance from Koshika Foundation, we
{Hospital) kereby affirm & sccept following:
1) that we nefther are presently nor will in future avall of finencial assistance from another NGO or any other source, for the same patienl/case, as we are
requesling to gel fram Koshika Foundation, to the axten! Inat such assislance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In par or in full, then the Hospltal reserves it's right 1o make up the shorifall from another NGO or any olher source. This
confirmation essantiafly states that the Hospital will not avall any duplicate assistance for the same patlenticase from any other NGO or any other source
2) The assistance from Koshika Foundetion is only financial in nature, The cholee of the ireatment procedurs advised/conduciad by the Hospital on the
patient, |s based on the srangement between the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hanca, the Hospital will
assums sols & complate responsibility of the trestment & s outoome & safaty of the patient, and Koshika Foundation will have no role of responsibiity
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