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1)1 herety confirm Sl ok detats in this Form are Tree 10 the best of my knowledge. Any talse statement will render my Applcalion & ongoing assistance, If any

table for repectionicanceliation

2} 1 solemnly confirm that sssistance, If recelved from Koshika Foundation, will be used ondy o the “purpose”, as statnd |n this Form, for which such assisiance

was reguestod by me

3)1 hareby confirm that | have not & will not in future, avad of rembursament, in pan of in Rl from any ciher source/employerfinsurance comgany, of the amount|

I which this assistance it requested
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1] By affxing my signature or thumb impression on this Form, | (Applicant) hereby agres L sutharne Koshiks Foundation and i1's Trustess 1o
use/pubishl put-up/reproduce my name, address, pholo & detailn of the “purpose”, for which such assistance i requested/granted, through any
medium, incliding but not limited 1o verbal, print, electronic, for solicting donaBions lor Koshika Foundation andlor disseminating information about ifs
peivitisalachievements. Such use of my photo A detalis can be made by Koshika Foundation baflone of aftar my trestment or fulfliment of the “purposo”

for which ass:stance s being requestod

21 1 {Appicant) lriher agree thal any such use of my name, sddress, pholo & dalaily of ha “purposs”, for which such assisiance ls requestedigranied,
will rol smitomstcally entithe me for receiving o conlimuing the said assistance The decision for granting andior continuing the assistance will rest solaiy
with the Trustses of Koshika Foundation, and their decision is this regerd will ba final and accepiable 1o me.
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AGREEMENT by HOSPITAL (wwems g0 Wie)

By affing hereunder, sgnature of our Authonsed Signatary for recammanding this cose/patiant ler financial asuistance from Koshika Foundation, we

[Hospital) hessby sffirm & accepl following:

1) thst we nedlihir are presentty por will in future svall of finsnclsl ssslstance fram another NGO of any other source, lor the sams patlenticass, os we are
requesting 1o get from Koshiks Foundation, 10 the extent thal such assistance is granied by Koshika Foundation. If the requested assistance s not granted
by Hoshika Foundation. in par or kn lull, then the Hospital reserves i's ight 1o make up the shartfall irom another NGO or any olher source. This
confirmation esseniially states that the Hospétal will not svail any duplicste sssistance for the same paiient/case from any ofher NGO or any other source
2 The assistance from Mostvika Foundallan i anty Snpncial in nature. The cholce of the rosiment/procedure sdvised/conductad by the Hospiinl on the
patent, is based on the grrangament betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete mepanaibdity of the treatmant & ('s oulcome & salety of the pallent, snd Koshika Founhtation will have no role o responaibillty
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