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1) | hereby confirm that a) details In this Form are True to the best of my knowledge. Any false statement will rander my Application & ongoing assistance, If any,
lrable for redection/cancellation,

2} | solemnly confirm that assistonce, if recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requested by me.

3) | hereby confiom that | have not & will not in fulure, avall of reimbursement. in part or in hill, from any other sourcalemployerinsurance company, of the amount
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Keshika Foundation and 's Trustees 1o
use/publish/pul-up/reproduce my name, address, pholo & details of the “purposs”, for which such assistance is requestedigranied, through any
medium, Including but not limited 1o verbai, print, electronioy for soliciting donatians for Koshika Foundation andlor disseminating information about it's
activitiestachisyements. Such use of my photo & details can be mada by Koshika Foundation belore or afier my treatment or lulfiiment of the “purpose”
for which assistance s being requesied.

2) | (Applicant) further agree Lthat any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestadigranted,
will not autematicaly entitle me for receiving or continuing the said assistance. The decision for granting andlor confinuing the assistance will rest solely
with the Trustees of Kaghika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wwmmE o F07)
By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby aflirm & sccept following:
1) that we naither are presently not will in future avail of financial sssistance from another NGO or any other source, for the same patlent/case, @s we are
requesting to get from Kashika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requesied assistance is nol granied
by Moshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patient/case from any olher NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of ihe ireatment/procedure advisediconducted by the Hospital an the
patient, Is based an the arrangement batween the patiant & the Hospital, and |s in no way Influenced by Koshika Foundation, Hence, the Hospital will

assume sole & complets responsibility of the treatment & i's outtome & safety of the patient, end Koshika Foundation will have no role or responsibiiity
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