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131 heretrye confinm that all details in this Form ane True W tho bent of my knowledge. Any false staisment wil rendnr my Apglication £ ongoing asslstance, I any,
Anbie for rejection/cancellation.

2} 1 solemnly cardirm that assiilance, i recelved from Kouhlka Foundation, will be used only foe the “putpose’, s stated in s Form, for which such aashitance
wWis requested by me

for which this nssistance i requasisd
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3} | hersbyy confimm ihat | v nol & will not in futune, avai ol mimbursemant, in paet of in full, from any other sourcalemployerinsurance company, of the amount
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1} By affiing my signature or thumb improssion an this Earm. | (Applicant) hereby agree & authorise Koshika Foundabion and if's Trustess 1o
use!/publitlvpul-upireproduce my name, sddress, photo & details of the “purpose”, far which such assistance is requested/granted. through any
maedium, including bul nat limited to verbal, print, slectronic, for scdiciting donations for Koshiks Foundation ancdlor disseminating information abowt it's

activitiesfachievemants: Such use of my phote & detalls can ba made by Koshika Foundation bofers or after my treatmant or fulliimant of the “purpose”
for whtich assistance |s being requesied

2} | (Applicant) further agree that any such use of my name, address, photo & details of the ‘purpose”, for which such asslstance is requesied/graniod,
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AGREEMENT by HOSPITAL ({yesmm [ b

By affixing hereundar, signature of our Authorised Signatory for recommending this casa/patient for fimancisl asistance from Koshika Foundation, we
(Hosplial) hereby #firm & accept following:

1) thal we neither are presently nor will in future avail of Snancial assistance from ongthar NGO or any othar source, fof tha same pallent/cose, os wo ure
requesling \o get from Koahika Foundation, o the extont that such assisiance i granted by Koshika Foundation, If the requesiad assistance is not grantad
by Koshia Foundation, m part or in full, then the Hospital reserves i's right fo make up the shortfall from snother NGO or iny olher source, This
confirmstion assantially states thal the Hospltal will nat avall any duplicate assistance for the same patient/case from any other NGO or any other source:
2} Tha assistance from Koshika Foundation is anly financial in nature, The choicoe of thie treaimentprocodurs advised sonducted by the Hotpstal on ina
patient, is based on the arrangement between the palient & the Hospital, and s in no waiy Influenced by Koshika Foundation. Hence, the Hospaal will
assuma sole & complote responsibiity of the t_l:tl'l‘llnl & its outcomn & salety of the patsent, and Koshika Foundation will hava no rols of respansibility
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