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1) | nereby condiem hat 8 detaits in this Form ame True 1o the best of my knowledge, Any lalse siatement will render my Application & ongoing assislance, it any,
liable for rejection/canceliation

Ejlmrﬂymm:lmm If recwived from Koshika Foundaton, will be used only for the “purpose”, as stated in this Form, for which such assistance
was raquesied by m

3) | hereby confirm mu't | have mot & will nat in futune, avail of rmmborssmant, in oan ar inull, rom any other sourcefemployerinsurance company, of the amount]
for which this assistance is requesied.
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AGREEMENT by APPLICANT (swigs i &)

1] By affixing my signature ar thumb impression on this Form, | (Applcant) hereby sgres & aulhorise Koshika Foundation and (U's Trustees o
usalpublishiput-upreproduce my name, address, photo & details of (he “pufposs” for which such assisiance I8 requestedigranted, through any
medium, including but not limied 1o varbal, print, electronic, for solicling dosations for Koshika Foundation andior disseminating information about Ii's
activities achisvements. Such use of my phato & detalls can be made by Koshika Foundation befors of after my ineatment or fulfiiment of the "purpossa”
for which asslsiance = baing reguesied

Z) | {Applicant) further agree that eny such use of my name, sddress, photo & details of the “purpase”, for which such pssistance is requestadigranied,
will naot autematically entltle me for recalving or conlinuing the said assistance The decision lor granting and(er eantinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thalr decision i this regard will ba final and socepiabie 1o me.
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AGREEMENT by HOSPITAL (¥wm@ B/ =10)
By affizing hereunder, signature of our Authorised Signatory for recommending Ihis casalpatient fior financlal assistance from Koshika Foundation, we
[Hospits) harety sffirn & scoept following:
1} thiat wa neither are presently nor will in future avill of financial agsistance from anolher NGO or any other source, for the sama patisnlcase, as we ane
reguesting bo gal from Koshika Foundation, to the exten! Inat such assistance is granted by Koshika Foundation. If the requasied sssistsnce is not grantad
by Koshika Foundstion, in gart or in full, then the Hospital reserves i right lo make up the shorifall from another NGO or any othar source. This
confirmation essentially stales that tha Hospital will nol avall any duplicats assistancs for the samae patisnticasa from any olher NGO of any ofher sourca.
2) The assistance from Koshika Foundatian is only financial in nalure. The cholee of the ireatmentprocedure ndvised/canducied by the Hospital on the
patient, is bassd on the arrangemant batween tho patient & the Hospital, and s in no way influsncad by Koshika Foundstion. Henca, the Hospitol will

assume sole & complete responsibliity of the frestmanl & II's oulcome & safety of the palient, and Koshiks Foundalion will have no role or responsibiity
in (he matier,
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