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1) | hersty confirm that all details in this Form are Trug to the best of my knowledge. Any lalse statement will render my Application & ongoing assistance, If any,
fimble for rejection/canceliation

2} | salemnly confirm that assistance, i received from Koshika Foundation, will be used only for the “purpose’, a= stated in this Form, for which such assistance
wias fequatiad by me.

3) | hereby condirm ihat | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcafemployer/insurance company, of the nmqunl’
for which this asssiance s requested.
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1) By affixing my signatura or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usalpublishipul-upfreproduce my name, sddress, photo & details of the “purpose”, for which such assistance Is requested/granted, through any

medlum, Including but nat imited o verbal, print, electronie, for soliciing donations for Koshlka Foundation andior disseminating Information aboul it's

activitisalachievements. Such use of my phato & details can ba mada by Koshika Foundation befare ar after my tregtmant or fulfiiment of the “purposs”
for which assistance s baing requesiad.

2) | (Applicant] furthar agrea that any such use of my nama, address, photo & detalls of the *purpese”, for which such assistance is requestadigranted,
will not sutomnatically entitie me for raceiving of continuing the said ssststance. The decision for granting andior continiing the: assistance will rest solely
with tha Trustaes of Koshika Foundation, and their decision is this regard will be final and acceptable o ma.
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AGREEMENT by HOSPITAL (¥ g &)
By afiixing hersunder, signature of our Authorised Signatory for recommending this casa/patient for financlal assistance from Koshika Foundation, wa
{Hospital) hereby affirm & sccept foliowing:
1) that we nelther are presenily nar will in fuliere avall of financial assistance from ancther NGO or eny other source, for the same patientcase, 85 we Bre
raquesting to gal [rom Koshika Foundation, o the extent that such assisiance is granted by Koshika Foundation. If tha requastod assistence is nol granted
by Koshika Foundation, in part or in full, then the Hospilai reserves it's right lo make up the shorifall from ancther NGO or any athar source, This
confirmation essantially states that the Hospital will not avall any duplicate assistance for the same patient/cese from any olier NGO or any other source:
2} The assisisnce from Koshika Foundation is only financial in nature. The cholce of the irestment/procedure advised/conductad by the Hosphtal on the
pathent, is based on the arrangement belween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hoapital will

sssuma sols & complets responsibility of the treatmen! & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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