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1) | heroby confirm that all details in this Form are Tree 1o the best of my knowledge. Any false statement will render my Application & ongoing asslstance, if any,
liabde for rejeciien'cencelation

2) | golempdy confirm that assistance, if recelved from Koshika Foundation, will be usad only for the “purpose”, @s stated in this Form, for which such assistance
wag requested by ma.

) | hereby confirm that | ave not S will not in future, avail of rembursement, in pant of in hill, from any other sourcelemployertinsurance company, of the amount
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1) By affizing my signalure o thumb Impresshan on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
usa/publish/pul-upfrepraduce my name, address, photo & delads of (he “purpose”, for which such assislance is requestadigranted, through any

medium, incuding but nat imited 1o verbal, print, electronle, for seliciting denations for Koshiks Foundation and/for disseminating information about it's

acthvitlesiachievemerts. Such use of my phola & delails can be made by Koshika Foundation belore or afler my treatment or Tulfiiment of the *purpose®
for which assistance is boing requested.

2) | (Apphicant) furthar agree thal any such use of my name, address, phato & detalls of the “purposa”, for which such assistance is requostedigranted,
will net autmatically entifle me for receiving or canlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with tha Trustees of Koshika Foundation, snd their decision is this regard will be final and scoeplable to me.
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AGREEMENT by HOSPITAL (¥ o0 %700
By affixing hereunder, signaium of our Authorised Skgnetory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hoapital) hemby affirm & sccept following:
1) that we nelther are presently nor will in future svail of financlal assistance from anothar NGO or any athar source, for the same patlentcase, as we arg
reguasting o gl from Koshiks Foundation, i tha exient that such assistance i granted by Koshika Foundation. If tha requesiad assistance is not granied
by Koshike Foundation, in part or in full, then the Hospilal reserves [Cs right to maks up the shortfall from another NGO or any other source, This
confirmation essentiaily states thal the Hospial will mot avall any duplicate sssistanca for the same patient/case fram any other NGO or any othar souwrcs
Z) The assistunce from Koshika Foundation is only financisl in nature, The choice of the treatment/procedure advisediconduciad by the Hospitel an the
patient, ls based on he smangement betwesan the patient & the Hospital, and Is in no way influenced by Koshike Foundation. Hence, the Hospital will

assume sole & complete responsibliity of the freatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
In the matier.
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