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111 heratry confirm that all details-in this Form are True to the best of my knowisdge Any fakse stalnment will render my Application & ongoing sssistance, i any,
bl for reectionicanceliation

£} | sedemmnly confinm that asslstance. If recsived from Koshika Fouridation, will be uoed only for the “‘purpose”, as stated in this Form, for which such assistance

was requested by me

3 | rereby canfirm iMel | kave not & will nol in Tuture, aviai of remblrsemen, in pan of in full, from any ather sourcalemployeriinsurance company, of the amount

far which thie assistance is requested
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AGREEMENT by APPLICANT (stass 5 %71)

1} By affiong my signaturs o thumb impression on this Form, | tApplicant) hereby agree A& authorise Koshika Foundatlon and it's Trustees o
Lseipublishiput-up/reproduce my name, address, pholo & datails of the “purpose”, fof which such assistance is requested/granted, through any
mdium, Including bul nat Hmited to verbal, print, eloctroric, Tor soiiciting denations for Kashika Foundation and/er dissemirating (nformalicn about it's
aulivilfesiachievemanis. Such use of my pholo & detalls can be made by Koshika Foundation betore or afier my treatment or fulfilment of the “purpose”
for which assistance & being reguested

2) | {Applizant) lrther agres that any such wse of my name, address, phato & details of the “purpose’. jot which such assistance is requestadigranied,
will not automaloally eptitle me for receiving or sontinuing the s8id sssistance. The decision for granting andior continuing the assistance will rest solely
wilh the Trusiees of Koshila Foundalion, and their decision Is this regard will be final and acceptatie to me
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AGREEMENT by HOSPITAL {wam gR1 w1 )

By afliung hareundar, signature of our Authorsed Signatary for fecommending this cassfpatient ot financial assistance from Koshika Foundalion, we
(Hosplial) hereby affrm & acoept following:

1) thiat we nasither are prasently mor will in future ovail of fingrcial Gesislance from srolber NGO or any olhar source, lor the same patlent/case, as we are
requesting ta get from Koshika Foundation, to the extenl that such assistance is granted by Koshika Foundation. if the requested assistance is nal grantad
by Koshika Foundation, in part or in full, ihen the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source, This
eanfirmation essenlaly states thal the Hospital will nat avall any duplicate assistance for the same patient/case from any other NGO or any other source:
2) The aesistance fram Koshike Foundation is only financial in nature, The choice of the reatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the arrangement butween the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hoaspital will
assume sale & complete responisibility of ihe treatment & I1's outcome & safety of the patient. and Koshika Foundation will have no role of respansibiiity
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