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1) | mereby confirm that ail details in this Form are True (o the best of my knowledge. Any false statemant will rander my Application & ongoing assistance, if any,
lizhle for rejpciion'cancellation

71 | solemnly confirm that sssstance, f rmosnved from Koshika. Foundation, will be used only for the “purpesa”, as stated |n this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will notin future, avall of refmbursement, in part of in full, frem any other sourcelemployer/insurance company. of the amount
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1) By alfixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and IU's Trustees io
usa/publish/pul-up/reproduce my name, address, phato & detalls of the “purpose”, for which such agsistance is requestedigranted, through any
madium, including but not limited 1o verbal, prnt, slactronic, for soliciting donatians for Koshika Foundation andfor disseminating Information about it's
scinities/achiovements. Such use of my phoio & details can be made by Koshika Foundation before or afler my treatment or fuifilment of the *purpose”
for which assistancs is baing requestad.
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AGREEMENT by HOSPITAL (wemm gm W)

By affixing harauncier, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, wa
{Hospital) hereby affirm & accept lolkowing:

1) that we naither are prasently nor will in fulurne svail of financial assistance from anolher NGO of any other source, for the same patienticass, Bs we Bre
fraguesling 1o get from Koshika Foundation, W the axtent that such assistance is granted by Koshika Foundation. If the requested assistence is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves iUs right to make up the shorttall from another NGO of any other sourca. This
conflrmation essantially states that the Hospital will nat avall any duplicate assistance for tha same pallantcass fram any othar NGO or any othar sourca.
£} The assistance from Koshika Foundation is only financial in nature. The cholce of the treatment/procedure advised/conducted by the Hospilal on the
pafient, Is based on the arrangement betwean tha patient & the Hospltal, and s In no way influsrced by Koghlka Foundation, Hence, the Hospital will
awn sola & complete responsiblilty of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibifity
in matisr.
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