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1) L hereby confirm that all defalls in this Form are Truee to the best of my knowledge. Any false statement will render my Application & ongoing assistance, Il any,
linbyle for rejectionfcancellation

2) | solemnty confirm ihat assistence, ¥ received from Koshiva Foundation, will be used oniy for the "purpose”. as steted in this Form. for which such assistance
was raquestod by me

3) | haraty confirm fhat | have not & will not in futuse, avall of reimbursamant, in part or in full, from any other sourcelamployerinsurance company, of ihe amount
Tor which thes asustance s requesied,
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1) By affixing my signalure or thumb impression on this Farm, | (Applicant) hereby agree & suthorise Keshike Foundation and i's Trustess to

weaipublishiput-upfreproduce my name, address; pholo & details of the "purpose”. for which such assistance |s requested/granted, through any
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AGREEMENT by HOSPITAL (¥7eme B %)
By affixing hersunder, signature of our Authorsed Signatory laor recommending this casalpatient for inancial assistance from Koshlka Foundation, we
(Hoapital) hereby affirm & accepl following:
1] that we nellher are presently nor will in future svsll of fingncial sssistance from anothar NGO or any other source, for the same patisnt/case, as we ara
raquesting io gal from Koshike Foundation, to the extent that such assistance is grantsd by Koshika Foundation, If the requested assistancs s nol grantad
by Koshika Foundation, in part or In full, then the Hospital reservas il's righl o make up the shortfall from another NGO or any other source. This
conflrmation sssantially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any ather soure
) The aszistance from Koshika Foundation 18 anly Snancial in nalure. The chakoe of the reatment/procedure advisediconducted by the Hospital on the
pallent, Is based on the arrangement between the patient & the Hospital, and Is in no way Influenced by Koshika Foundation, Hencs, the Hospital will

gsgume sola & complste esponsibiilty of the trestment & IU's outcoma & safety of the patient, snd Koshika Foundation will have no role of responsibilify
in the matiar.
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