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1) | hereby confirm that all detalls in this Form ane Tnee to the best of my knowledge. Any false statement will render my Applcation & ongolng assistance, f any,
[:able for refectionfcancedation.

2 | soleminky corfirm that assistance, if recetved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me

3} | hareby mnﬂlm that | have nol & will not in fiture, avail of reimourssmant, in part o in full, from any other sourcelfemployerinsurance company, of the amount
for which this asssinnce is requesiad
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11 By affixing my sigrafure or thumb imprassion on this Form, | (Applicant) heraty agree & suthorise Koshika Foundation and iU's Trustoes 1o

usapublishipul-upiraproduce my name, address, photo & details of the “purpasa’. for which such assistance is requested/gramted, through any

medium, iIncluding but not limlied 1o verbal, print, elecironle, for soliclting donations for Koshlka Foundation and/or disseminaling Information about it's

aciivities/achisvemants. Such use of my photo & detaits can be made by Koshiks Foundation before or aflar my treatment or fulfilment of tha “purposa”
far which assistanca is baing reguested.

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such essistance |s requested/granied,
will ot automatically enfitie me for receiving of continuing the said assistance, The decision for granfing andfor continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and thair deciséon i3 this regard will ba final and acceptable to me,
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AGREEMENT by HOSPITAL (w&ms 2M &)
By affixing hereunder, signalurg of aur Authorlsed Signatory for recommending this caselpatient for financlal assistance from Koshika Foundation, we
{Hospital) heraby affirm & accep! lolkowing:
) thad we nelther are presently nor willin future avall of financial assistance from another NGO or any other source, for the seme patient/case, as we are
requesting io get from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part o in full, then {he Hospital reserves iUs right to maks up the shortfall from another NGO or any othar source. This
confirmation essentially states thal the Hospital will not svail any duplicats assistance for the same patient/cess from any other NGO or any other source.
2} Tha assistance from Kashika Foundation is only financial in nature. The choice of the ireatment/procedure advised/conducied by the Hospllal on the
patiant, is based on the arrangement betwean the patient & the Hospital, and is in no way influenced by Koshiks Foundation, Hanca, the Hospital will
aaguma 5ok & complate responsibility of the treatmant & It's sutcoma & safety of the patient, and Koshika Foundation will have no role o issponsibility
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