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1§ | hawetyy confirm that ol sotalls in this Form are Trus to tha best of my knowlodge. Ary false staterment will render my Applicafion & ongoing sssistance, if any.
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2) | solpmnly confirm that sasistance. if recehied from Koshiks Foundalion, will ba used only for the “purposs”. as stated in this Form. for which such assistance
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3) | hesrwby confirm thal | kave not & will not in future, avail of reimbursement. in part or in [ull, from any other sourcalsmployerinsurance company, of ihe smount
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1) By affling my sgnature of thumb mpression on this Form, | (Applicant} hereby agrea & authorise Koshika Foundation and iTs Trusloes o
use/publish/pul-uplreproduce my namae, address, photo & delals of the “purposs”, lor which such assistance is requesiadigranied, through any
medium, nciuding but not lmited 10 verbal, print, slectronic, for solkiting donations for Koshikas Foundation andior dissaminating information sboul Ms
actities/achievements. Such use of my photo & details can be made by Koshika Foundafion before or after my treatment or fulfiiment of the “purpose”
ot which assistance ls being requesiad
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will not sutomaticaliy enlifie me for recedving or confiruling the sald assistance. The declsion for granting end/or continuing the sssistance will resd sotaly
with thit Truslees of Koshika Foundalion, and their decision s this regard will be final and acceptable fo me
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AGREEMENT by HOSPITAL (vwms 50 %01)

By affixing hersunder, signature of our Authorsed Signatory for recommending this caseipatient for fingncial assistance from Koshika Foundation, we
{Hospital) herety affirm & accepl following:

1) tha! we neither ara presently nor will in future Bvail of finoncial essistance from anotter NGO ot @ny ofher source, for the same pationicase, 0 we a&re
reguesting to gel from Koshika Foundation, io the exient thal such assistance is granied by Keshika Foundalion. Il the requested aesistance i not granied
by Koghiks Foundstion, in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any ofher source, This
confirmation essendally staies thal fhe Hoapital will nol avall any duplicate sssssiance lor the same patient/case from any olher NGO of sy other source
2) Tho assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure sdvised/conducted by the Hospital on the
patiani, s bised on the srrangemesnt betwesen the pallent & the Hospilal, and is In no way Influenced by Koshika Feundation, Hance, the Hospial will
assume sola & complets responsibifity of the teatment & it's outcome & satety of the patent, and Koshiks Foundation will have no role o responsibility
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