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1) | nereby confirm that all detalls in this Form are Troe to the best of my knowlédgs. Any false siatement will render my Application & ongoing assisiance, f any,
fiable for relscion/oancellation.

7) | solemndy confirm thet asslstance, If recelved from Koshika Foundstion, will be used only for the “purpose”, as stated in this Form, for which such sesistance

was regueshed by me.

31 | hereby confirm that | hawve not & will ot in future, aviall of reimbursemisnt, in pant ar in ull, frlom any other sourcsismplayeninsurance company, of the amount
for which Ihis assistance 1S regquasied.
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AGREEMENT by APPLICANT (ames 2 711)

1} By affixing my-signature or thumb impression on this Form, | |Applicant) heceby agree & authorise Koshika Foundation and |i's Trusiees 1o

use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requesiadigranted, through any

medium, including but not limited o verbal, print, electronig, for solicifing donations for Koshika Foundation and/or disseminating Information about it's

acliviiesfachiovements. Such use of my photo & details can be mads by Koshila Foundation before of after my treaiment or fulfiimenl of the *purpose”
for which assisiance is being requested;

21 1 {Applicant) further agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance is
will nol sutomatically entitle me for recetving or continuing the sald assislance, The declsion for granting andior canlinulng the esslstance will rest ml-ehr
with (he Trustees of Koshike Foundation, snd thair decigion is this regard will ba final and acceplable to me.
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AGREEMENT by HOSPITAL (wemm g7 %)
By affizing hereunder, signature of our Authorsed Signatory for recommending this case/patiant for financlal assistance from Koshika Foundation, wa
{Hospital) hareby affirm & scoepl following:
1) that we neither are presently nor wiil in fulere avall of fingnclal assistance from another NGO or any other source, for the seme patient/case, As we are
requesting 1o gl from Koshika Foundation, 1o the extant that such assistance is grantad by Koshika Foundation. If the requested sssistance is not granted
by Koshika Foundation, in part or 0 full, then the Hospital ressoors iCs feght 10 make up the shortfall from another NGO or any other sourca, This
confirmation essantially siates thal the Hospital will not svall any duplicate assistance for the sama palient’case fram any other NGO of any other source
2) The assistance from Koshika Foundation is only financial in nalure, The choice of the treatmentiprocedure advised/conductad by the Hospital on the
pafiant, in basad on the srengsment betwesn the patiant & the Hoapital, and is in no wey Influenced by Koshika Foundation. Hance, the Hospital will

essume sole & complete responsibiiity of the treatment & It's oulcome & safety of the patient, end Koshika Foundation will have no role or responsibliity
in the matier.
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