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1) | haraty confirm that all details n this Farm are Troe o the best of my knovdedae. Any tatse statgment will render my Application & angolrig

liabie for rejection/canceliation
2] splemnty confirm |hat assistance. if recaived from Kashlka Foundation, will be ased only for the “purpaes”, o8 atatad In this Form, for which su

wag raquisted by me.
3) | hareby confiom that | have nat & will not infature, svard of rembursement, in part or in full, from any other source/employerinsurance company, of

for which this assistance |8 reguesiod
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1) By affixing my signature or thumb impression on this Farm, | {Applicant) harsby agres & aulhorse Koshika Foungation and 's Trustess 1o
usslpublishipul-upfreproduce my name, addrees, pholo & datails of ihe "puposa”, for which such assstance ks requastedigranied, through any
medium, Including bul nol limiled to vesbsl, print, sectronic) o galiciing donations for Koshika Foundstion andior disseminating Information about It's
aolivinesiachevemenis. Syoh usa of my pholo & detals can bemadg by Koshika Foundation befora or aftér my reatmaent or fulfiiment of the “purpose®
for which sssistance s balng regquested

2} | (Applicant) furihet agree (hat any such uss of my name. address, phiolo & details of the *purpose”. for which such assistance is requestedigranted,
will nat aulomatically entitie me for receiving o confimiang |Fe said assistance. The decision for granting andior confinuing fhe assistance will rest solaky
with the Trustees of Koshika Foundation, and their dacksion s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (79 o0 %)

By affixing hersunder, sigrature of our Authotisad Sighotory Tor recommending this casefpatient for inancial assistance from Koehika Foundation, we

{Hospltal} herety affim & accep follawing
1) that w neithor are prosently nos will b fufurs avail of inancial assistancs from afother NGO ar any other souroe, for thie same patienticase, &5 wa ane

tequesting to get from Koshika Foundalion, to the sxlent thal such assistance |s granted by Koshika Foundation. If the requested assistanas is not granted
by Koshika Foundation, in e or In full, then the Hospital teserves its right io make up the shartfall from onothar NGO or any other source, This
confirmation essantially states thal the Haspital will not avadl any duplicate assistance for the same patienlicass from any other NGO or any ofher sourue.
2} The assistanca from Koshika Foundation fs only fimancis! in ralure. The choles of the reatmenliprocedure advised/conducted by the Hospital on the
patlent, is based on the aangeman! batwean the palient & the Haospital, and ia in no way influgnced by Koshike Faundation. Henca, the Hospital will
asguma sole & somplote responsibiiity of the treatment & i3 eulcome & eately of tha patient, and Koshiks Foundation will have no role or responsibility
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