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1] | tireby confirm that sl detads in this Form are True 1o the best of my knowledge Ay false statement will render my Applicsilion & ongeing assistance,
figatsles [or rejectien/canceiiation.

2] | salsmnly confirm thal assigiance, 7 recaivad from Koshika Foundation, will be used only for the “purposs”, as stated in this Form. for which such sssistance
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3) | hireby confirm that | have net & will not in futurs, sl of reimbutsamant, in part or in full, fram any alhet sourcalemployerfinsurance company, of 1hi amot!
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1) By aifixing my gignature or Shumb impression an this Form, | {Appllcant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
usefpubishipui-upireproduce my name, atdress, pholo & detaily of tha "purpose”, for which such assisiance 15 regquesied/granted, through any
medium, inkluding but ot limited Lo verbal, print, slectronic, for soliciling donations io7 Koshika Foundation and/or disseminating information about it's
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AGREEMENT by HOSPITAL (Fwwi g1 %1t)

By affixing hereunder. sgnatura of nur Authorised Signatary for recommending Ihis case/patient for financial assistance from Koshika Foundalion, we
[Hpspital) hereby affirm & actept fallawing.

1) thaat we ralther are presently nor will in future avilll of financial assistance from anothar MG or any othér source, for the same patient/case, as wa ane
requesting 1o get from Koshiks Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requesied assistance (8 nol granted
by Koshika Foundation, in gart of in full, then the Hospital reserves ['s right te maka up the shoritall from another NGO of any other source, This
cenfirmation-essentially states that the Hospital will not avall sy duphcate assistance for the same patient/icase from any othar NGO or any othel sourcs
2) The assistance fram Koshika Foundation i only financial in nalure. The choite of ihe trestment/procedure advisediconducied by the Hospital on (he
patlent, is besed on the arangement batween the patient & the Hespital, and is in no way influenced by Koshika Foundation Hence, the Hospital wil
assuime sole & complete responsibilily of the treatment & it's oulcome & safsty of the patient, and Koshila Faundation will have no role of responsbility
in the matier
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