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1} 1 hereby confirm that all details in this Fom are True lo the best of my knowledge. Any false stalement will render my Application & ongoing os
liable for rejechon/cancelinbon.
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1) | hereby conflrm that | have not & will nat (n fulure, avail of rembursement. in part o in dull, from gy oiher sourcalsmployedinaurance company. of ke smount

for which {his asssiance is requested. -
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AGREEMENT by APPLICANT (s59%® o0 570)

1) By affixing my sianature of thumb Impression on this Form._ | |Applicant) heraby agres & sulhtrise Koshika Foundation and it's Trustees lo
usis/pusishiput-upireproduce my name, address. photo & detaits of the “purpose” for which such assistance is requested/granied. through any
pradium, inciuding ut not limited to verbal, prinl, stectronic, for soiciling donations for Koshika Foundation andior disseminating infarmation aboul (s
actviies/achievements. Such use of my photo & details can be mada by Koshike Foundation before or after my treatment of kilfitmant of the “purpose”
for which assislance e baing requestad.

711 (Applicant) further agres that any such use of my name, address, pholo & detalls ol the *purposa’, lor which such assistance s requestedigrantad,
wil nat automatically enfitle ma lor receiving of continuing the said assisiance. The decision for granting angior continuing Ihe assstance will rast solaty
with 1ha Trustens of Koshiks Foundation, and their dectsion is this regard will be final and acceplabla 1o ma
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AGREEMENT by HOSPITAL (vF ! ©m wot)

By affing hereundar. signature of our Authorised Signatory for recommending this casalpationt for financial essistante from Koshika Foundation, we
(Hospital) hesatsy affirm & accept foliowing:

1] inat wa naither are presently nar will in future avall of financial assistance from anather NGO or any other source, for the same patienl/casa, Bs we are
requestng 1o gat from Koshing Foundalion, (o (he exlent that such assislance ks granted by Koshika Foundation. i he requested assistance is not granted
by Moshike Faundation, in part of In full, then the Hospital resarves I1's nght to make up the shortail from snother NGO or any other source. This
confirmation essentlaty states that the Hospital will not aval any duphcate assistance for the same patienticase from any other NGO or any other source
21 The assstance from Koshika Foundation is only financial in nature. The choice of the ireatment/procadure sdvisediconducted by the Haspetal on the
gatient, s based on the armangsment batween the patiant & the Hospital, and |s in no way influsnced by Keshika Foundalion. Hence, the Hesplial will
ausisme sole & compele iesporsibllity of the treatment & if's outcoma & satsty of the patient, and Koshika Foundation will have no rale or responsibility
in-the matior,
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