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1)1 erety confifrn Fal 4 detads in this Form are Tree 1o the best of my knowiedpge. Any talse staloment will render my Application & ongoing assistance, f any,
bable lor repction/cancMlaton

2} | solemnly confirm thit assistance, I received from Koahiks Foundation, will be used only lor the “purpcse”. s statad in this Form, for which such assistance
was roquesiad by ma,

3 | harely confirm at | have nal & will not in feiure, avail of resmbursamant, in pant or o kil from any other scorcalemployerinsurance company, of ihe amount
for which thiy assmiance & requested
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1) By affixing my signature or thumb impresskon on this Form, | (Applicant) heraby agres & suthonsa Koshika Foundation and (s Trustees o
use/publishipul-upiraproduce my name. address, photo & detalin of the “purpose”. for which such ansistance is requested/granted, through any

medium, inciuding but nat limited o verbal, print, electronic, for soliciting dorations for Koghika Foundation and/or disseminating information aboul if's
sctivilies/nohievements. Such use of my pholo & detalls can be made by Koshiks Foundalion before of after my ireatment of futiment of the purposs”
for which assistance is being requested

Z2) | {Applicant) further agroe that any sech use of my name, address, phatn & detalls of the “purpose”, lor which such assistance & requestesd/granted,
will nol aulomatically enttle me fof recelving or conlinuing the said assistance. The decislon for granting and/or conlinuing M assistanco will rest solely
with the Trustees of Koshika Foundation. and thair decision is this regard will be final and acceptable to me
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By affinng hereunder, sgrature of our Authorised Signatory for recommanding his case/patient for financial assistance from Koshika Foundalion, we
(Hanpital) hereby affirm & accapt following:

1) thist we neither ate prawently noc will in future svall of financlal assistance from another NGO or any ather source, for the same palleni/case, a8 we ore
requesting io gat from Koshika Foundation, to that such agsistance is granted by Koshika Foundation. If the requested assistance is nol granied
by Hoshikn Foundation, in part or in full, then the | reserves it's right to make up ihe shortfall fram another NGO or sny other sourcs. This
conflimmation essantially states that the Hospital will not avedl any duplicate sssistance for the same petient/case from sny other NGO or any olher sowrce.
2) Tha assistance from Koghika Foundation s ondy financial in nature. The cholce of the trealment/procedure advised/conducied by the Hospilal on the
patien, is based on fhe arangemen| between the patient & the Hospital, Bnd is in no way infiuenced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responsibliity of the treatment & It's outcoims & salely of Ihe patient, and Koshika Foundation will have no rols or responsibility
in the matler
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