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1) | herety confiem that @il detalls in this Form ane Troe 1o the best of my knowledge. Any false staternent will render my Applicafion & ongoing assistance, If any,
linble for rejectionicancetiation

2) | sotemnly confirm thel asststance, i recatved Tm Koshika Foundation, will be used only for the “purpose’, as stated In this Form, for which such assistance
was requested by ma

311 hereby confirm that | have nol & will not In future, avail of reimbursamant, in pan o in full, from any other sourcelemployverfinsurance company, of the amount
for which this assisinnce s requestad
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AGREEMENT by APPLICANT (swaws g %a1)

1) By sffixing my sigraturs or thumb impression on this Form, | (Applicant) heraby agree & sulthorse Koshika Foundation and If's Trustess 1o
usaipubleh/put-up/raproduce my name, address, photo & details of the "purpose”, for which such assistance |s requestedigranted, through any
medium, includipg but not limited 1o varbal, print, electronle, for soliclting donations for Koshlka Foundation andlor disseminating information about it's
activities/achievemants. Such uss of my photo & details can be made by Koshika Foundstion bafore or after my treatmant or fulfilmant of the “purpose®
for which assistance i being requested.

2) | (Applicant] furtter agree thal any such use of my name, address, pholo & detsils of the "purpose”, for which such assistance is requestedigranted

will not automatically entiiz me for receiving or conlinuing the said assistance. The decision lor granting and/or continulng the assistance will resl mle?ly
with the Trustess of Koshika Foundation, and thair deciskon s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL [¥w&am g0 %)
By alfining hereunder, signature of our Authorised Signalory for recommending this case/patient for financial essisiance from Koshika Foundation, we
(Hospits!) hereby alfirm & accept lolkowing:

1} that we nelther are presently nor will in fulure avall of financial assistance from ancther NGO or any other source, for the same petient/case, &6 we are
raquesting fo get from Koshika Foundation, to the extent {hat such assistance is granied by Koshika Foundation. If the requested aesistance is not granted
by Keshika Foundation, in part or in full, then the Hospital resarves it's right 1o make up (he shaorifall from another NGO or any other sourcs, This
confirmation essentially slates thal the Hospital will not avall any duplicate assistance for the same palisnticose from any other NGO or any olhar sourcs
2] Tha aesistance from Koshika Foundation is only financial in nature, The choice of ihe treatment/procedure sdvisediconducied by the Hosplial an the
patiant, s based on the arangement betwesn the patent & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will

sssume sols & complate responsibifity of the treatment & it's cutcoma & safaty of the patienl. and Koshika Foundation will have no role o responsibility
in tha matier.
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