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1) | hearebry confinm that all detalls in this Form are True to the best of my knowledge. Any talse statement will render my Application & ongolng assistance, i any,
Irzble for rejecton/cancaliation

2) | salemnly confirm that essistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance

wig reguested by mo.

3} | hereby confirm that | have not & will not In future, avail of mimbursarnent, in part or in full, from any olher source/employerinsurance compary, of (he amount
for which this assistance is requested
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1) By affixing my signaturs o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and It's Trustees 1o

ussipublishipul-upfreproduce my name, address, photo & detsils of the “purpose’, for which such assistance is requestadigranted, through any

medium, Inciuding but nod imited 1o verbal, prnt, electronic, for seliciting donations for Koshlka Foundation and/or disseminaling information about It's

scivillesiachievements, Such usi of my photo & detalls can be made by Koshika Foundation before of after my treatment or fuifiiment of the "purpose”
for which assintance is being requesisad.

21 | (Applicant] further agrea that sny such vse of my name, address, phato & detells of the “purpose”, for which such assistance s requested/granted,
will ped automnatically entlila me for recelving or continuing the said assistance. The decislon for granting and/or continuing the assistance will rest solaly
with the Trustess of Koshika Foundation, and thelr dectsion s thia regard will be final and sccaptabie 1o me.
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AGREEMENT by HOSPITAL (wream gm wim)
By affixing hersunder, signature of our Authorised Signatory for recormmending this casedpalient for financial assistance from Koshika Foundation, we
(Hospital) kereby affirm & accep! lollowing:
1] thast we nieither are prasantly nor will in fulure avall of financial assistance from another NGO or any other source, for the same patient/caze, as wa ane
requssting to ged fram Koshika Foundation, io the sxdent thet such agssistance is granted by Koshika Foundation. If the requested assisisnce is nol granied
bry Koshika Foundation, In part or in full, then the Hospltal reserves it's right 1o make up the shorfall from another NGO or any other source, This
confirmation essaniially stotas thal the Hospital will not avall any duplicats assistance for tha same patient/cass from any other NGO or any othor sourca.
2] The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, ks based on the srengement betwean the patient & the Hospital, and s in no way influenced by Koshika Foundation. Hance, the Hospital will
{nmnnm&mmmmnﬂhllwdmmm&w:wm& safoty of the patient, and Koshike Foundailon will have no role or responsibiiity
n the matier.
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