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17 I hereby confirm thal all delails in this Form are True to the best of my knowledge. Any lalse statement w ll render my Applica|on & ongorng asststance.
rtaulc [or re]ection/cancellattor

2) I solemnly confirnt that assistance, if received from Koshika Foundation will be used on y for the "purpose", as stated in this Form. for which such assjstance
was requested by me

3)lherebyconfrrnlthatlhavenot &v/ill nottnfuture,avail of rermbursement rnpartor nfu fromanyothersource/employer/insurancecompany,of the
for whrch this assrstance is reeuested
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17 By affixinq my signature or thumb rmpression on this Form. l(Applicant) hereby agree & authorise Koshika Foundation and tt's Trustees to

use/pubiislt/put-up/reproduce my narTie, address. photo & details of the '"purpose', for which such assistance is requested/granted, through any
medium inciuding but not iimrted to verbal, print electronrc, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achrevements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose'

for which assistanoe is being requested

2) (Applicant) further agrr'e that any such use of my name, address. photc & details of the "pljrpose", for which such assislance rs requested/granled,

with the Truslees ci Koshika Foundation and their decision is thrs regai-d vvrl be final and acceptable to rne.
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AGREEMENT by HOSPITAL (TgcTo aRI fiR)

By affixinQ here under. srgnature of our Aulhorised Signatory for recornmenCing this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
'l )that we neither are presently nor will in future avail r:f financial assrstance frorn another NGO or any other source, for the same patient/case, as we are
requestrng to get lrorn Koshika Foundatiott, to lhe extent thal such assislance rs granted by Koshika Foundation lf the requesteci assistance is not granted
by Koshrka Foundatron, in parl or jn full, then the Hospitai reserves it s right lo make up lhe shori[all fron] another NGO or any other source. Thrs
confirmation essentially staies that thc Hcspilal will ns1 3yp1; any duplicate assistance for the same patientlcaSe from any other NGO or any other Source.

patient, is based on lhe arrangenrent iretween the patiefit & the Hospital, and is in no way influenced by Koshika Foundatton. Hence, the Hospital will
assurne sole & contpiete responsibiltty of the treatment & it s outcorne & saiety oi the patrent. and Koshika Foundation will have no role or responsibility
rn lhe matter.
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