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1] | beroby confirm that all defalls in this Form are True to the best of my knowledge, Any false siatement will render my Application & ongaing assistance, if any,
2) | soleminly confirm that assistence, if receved from Koshika Foundation, will be used oniy for the "purpose”, as steied in this Form, for which such assistance

3} | haraby confirm thal | have not & will not in tuture, avail of reimbursement, in part or in full, from any other sourcelemployerinsurance company, of e amount
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AGREEMENT by APPLICANT (smies g i)

1) By aifixing my signalure or thumb impression on this Form, | (Applicent) hereby agree & suthorise Koshika Foundation and it's Trustoss to
usalpublish/put-upireproduce my name, address, photo & detalls of the "purpose’. for which such assistance is requestedigranted, through any
medium, including bul not limited o verbal, print, slectronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's
activiles/achievemenis. Such use of my pholo & details can be made by Koshika Feundation before or after my treatment or Tulliiment of the “purpose”
lor which assistance is being requestod.

2) | (Applicant) lurther agree thal any such use of my name, address, photo & details of the “purpose”, for which such assistance (s requested/granted,
will not sutomatically entitie me for recelving or continuing the said assistancs. The decision lor granting and/or continuing the assistance will rest sclely
with tha Trustess of Koshika Foundation, and their decision is this regard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL (¥wmm g %ot)

By affixing hereusndes, signature of our Authorised Signatory for recormmending this case/palient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & acoepl following: |

1] thal v naithier dre presently nor will in fulure avall of financlal aesistance from another NGO or any other source, for he seme patient/case, as we are

by Keshika Foundation, in part or in full, then the Hospital reserves iUs righl lo make up the shaortfall from anather NGO or any other source. This
confirmation esssenlially ststes thal tha Hospital will nol avail any duplicate assistance for the same patenticasae from any other NGO or any other source
2) Thie agsistance from Koshika Faundation is enly financial in nature, The choice of the restmentiprocedure advised/canducled by the Hosplial on the
patiant, Is basad on the arangament betwaen the patiant & the Hospital, and is in no way influshcad by Koshika Foundation, Hanca, the Hospital will

ansuma sola & complate responaibllity of the treatment & II's oulcoma & safety of tha patiant, and Koshika Faundation will have no rols o respansibility
in the matiar.
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requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol grantad
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