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1) | heseby confinm et 31 setalls i this Form are True o the best of my knowledge. Any false statement will render my Application & o

liatde for refecson/canceliaton
2) | solemnly confirm iat azsistance, f received from Koshika Foundation, will be usad only for e “purpose”, as steted in this Form, for which
was requesied by me.
3) | heseby confirm that | have not & will not in futere; avail of reimbursemant. in pari or in full, from any other sourcelemplayarfnsurance company,
for which this nsssiance |y requested.
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1} By affixing my sigrature of humb imgression on this Form, | (Applicant) heroby agree & suthorise Koshiks Foundalion and 's Trustees lo
uselpublish/pul-upireproduce my Aame, address, phota & details of the “purpose”. for which such assistance is requesieaigranied, through any
madium, including bl nat limiled ta verbal, print, electronic, for seliciing donations for Koshika Foundalion endior disseminating information about It's
activites/schievements. Such usa ol my pholo & detaile can be made by Koshika Foundation before or atter my reatment of lullément of tha "purpose”
for which asalslance i being requosted
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will niot autsmatcally eiliie ma fo recuiving or conlinuing the sald assisiance. The decision lar granting andior contineng the asdislance will fest solely
with fhe Trustaes of Koahlia Foundgtion, snd their decision is this regard will be final and acceplable tome.
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AGREEMENT by HOSPITAL (wesmd B0 =)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/pallent for financis! sssistance from Koshika Foundation, we
[Hoapltal) hersby afftrm & sccept Iolowing:

1) thal wa neither are presantly nor will in future avall of financlal assistance from ancthar NGO or any other source, for the same patienticase, as we are
requesiing bo gél from Koshika Feundation, 1o the extent (hal such assistance ie grantad by Koshika Foundation. Il the requested asemtance is not grantad
bty Koshika Foundation, In part or in fidl, then the Hospdtel reserves I1's right 1o make up the shorifall from anofher NGO or any oiher source. This
confemation essentindy states that the Hoapital will not aveil any duplicate sssistance for the same petienticasa from any other NGQ or Bry other source
2] The assgiance lrom Hoshika Foundation is only financial in nedure. The cheice of the treatment/procedure pdvisedicancducted by the Hospilal on the
patient, is based on the smengemant betwean the patiant & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, ta Hospital will
aspume sole & complate responsibliity of the treatment & I's cutcome & safety of the patiend, and Koshika Foundation will have no fole or responsiblity
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