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1) | horeby confirm thatl all dolads in this Form are True 1o the best of my knowledge, Any false statemant will render my Applicalion & angolng assistance, i any,
limbile for reectionancellinhon

2} | solpmnly confirm that sssistance, o received from Koshikn Foundation, will be used only for the “plrposs”, s staled in this Fom, for which such sssistance
Wil regueated by me

3| herety confrm st | Save not & will not in future, avall of reimbursement. in pan of in full, from any other source/employesfinsumance company, of the smaount
for mhich this sssistanco & requestod

1 & sivem o f Fe pw e 4 frd el few 66 el % rpn e od ik i e o e s e o § o 40 we Bea w w aeh b
2) St g W weww ofn Wi wrEwet, @ wooh b s awm ol v g @ el e wi, @ ve wen F oo

30 & wpfer wwm of T P e oy we i owh o &, m e s e w wes e faad sen dhefn o weell @ 3 B sl o R e F o
AGREEMENT by APPLICANT (wrtes mu wan)

1) By afloong my signature or thumb impression on this Form, | (Applicant] heneby sgroe & autharise Koshika Foundalion and s Trusloes 10
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with the Trustees of Koshika Foundation, and iheir decision |s this regard will be Tinad and acceptable 1o me
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AGREEMENT by HOSPITAL (vemm go ®u1)

By affixing hersunder, signature of our Authorised Signalory for recommanding this casefpatient for Binancial assistance from Koshiia Foundation, we
(Hosplial) hersby affirm & accept following:
1) that wa noithar are presently nos will in future avail of financial aszigiance from another NGO or sny oihar source, for the sams pelientcase, as we ar2
requesing 1o gat from Koshika Foundation, 1o the extent that such sssistance & granted by Koshile Foundation. |f the requested sssistance i not granted
by Koshika Foundstion, in part o in full, fhan the Hospital reserves it's right fo make up the shortfall from ancther NGO or sny other source. This
confirmation sssentially states thit the Hespital will not avail any duplicate assistance for the sama patient/cass from any other NGO or any othar source
2] The assisiance from Koshika Foundation is only financial in natire. The choice of the reaiment/procedure advised(conducied by the Hospital on the
patiend, is based on the anangemaent between the patlent & the Hospital, and s In no way Influsnced by Koshiks Foundation, Hence, the Hospiial wal
assume sole & complate responaibifity of the reatment & it's outcome & safety of the patient. and Koshike Foundation will heve no role or responsibility
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