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1] | hereby confirm (nal al detadls in this Form are Trua to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
linkde for rejectionicancellation.

2) | solemmmty confinm that assistonce, i recelved from Koshika Foundation, will be used only for the “purpose’, a5 stated in this Form, lor which such assistance
was requesied by me

3) | hesraabyy confirm that | have not & will not in future, avail of reimbursement, in part of n fll, from any other sourcedamployerfinsusancs company, of the amount
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1} By affixing my signature or thumb impressien on this Form, | (Applicant] hereby agree & authorise Koshika Foundation and It's Truslees to
unapubiishipul-upireproduce my name, sddrass, phola & detads of the "purpose’. for which such assisignce ie requestadigranted, through any
misdlum, including but not imited Yo verbsl, print, elsctnonic, for soliciting donations fof Koshika Foundation andlor disseminating informalion about It's
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AGREEMENT by HOSPITAL (ymme g s11)

By affuing herewnder, signalue of our Authorsed Signatory for moommending this caselpatiant for financial assistance from Koshika Foundation, we
{Hospital) herety affirm & accept following:

1) that we nalther ore presantly nor will in future avall of financial assistance from another NGO or any ather source, for the sama patient/cass, as wa 8re
requesting o gl from Koshika Foundation, 1o the exlent Ihal such sssistance is granted by Koshika Foundalion, If the requested assistnnce is nol granied
by Keshika Foundation, in part or in full, then the Hosplial reservas ii's right to maka up the shorfall from another NGO or any other source, This
eonfirmation essantially states thal the Hospital will Aol avall any duplicats sssistanca fof the same patisnticass from any other NGO of any athar sourcs
2) The assistance from Koahika Foundation is only financial in nature, The cholce of the reatment/procedure advisediconducted by the Hospital on the
patlant, |s bassd on the arrangement betwesn the patient & the Hospital, and I8 in no way influsnced by Keshika Foundation. Hance, the Hosplial will

assume sole & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshiks Foundation will have na role or responsibllity
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