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1] | hereby conlirm thal & details in this Foom ane True to e best of my knowledge. Any false statement will render my Application & ongoing assstance, i any,
llable for rejection/canceiation

21 | sofamnly confirm thet sssistance, if received from Koshika Foundation, will be used only for the “purpose’, as stated In this Form, for which such assistance
was ragquesied by me.

31 | hareby confinm that | have not & will not in future. avall of rembursement, in part o in full, from &ny other source/amployeriinsurance company, of the amount
lor which this assistance s requested.
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1) By affixing my signalure or thumb Impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and it's Trustees to
usa/publishiput-upireproduce my neme, address. photo & detaile of the *purpase”, for which such assistance |s requestadigranted, through any

medium, including bul not limited to verbal, print, electronic, for soliciting denations for Koshika Foundation andior disseminating information about i's
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for which sssistance i being requested.
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with (he Trusiees of Koshika Foundation, nd their decision is this regard will be final and acceptable ta me.
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AGREEMENT by HOSPITAL (¥vaam §m i)
By affixing hareunder, signature of our Authorsed Signalory for recommending this case/pationt for financlal assistance from Koshika Foundalion, we
(Hospital) hereby afim & accept allowing:
1) thiat wa nelther ate presently nor will in futirs svall of financial assisiance from ancthar NGO or sny other source, for the same patient/caps, a8 we are
requasting bo gel from Koshika Foundation, 'o the sxtent that such sssistance is granted by Koshika Foundation. If the requested assistancs is nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves It's right to make up the shortfall from ancther NGO or any other source. This
confirmation essantlally sintes thel the Hospital will not avail eny duplicate assistance for the sama patlenticase from any other NGO or sny other sourcs.
#) The sssistance from Koshika Foundation Is only financial in nature. The cholow of the treatment/procedure advisediconducted by the Hospital on the
palient, is basad on the srrangemant batwean the patient & tha Hospital, and (s in no way influenced by Koshika Foundation, Hanca, the Haospital will
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