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1) | hermby confirm thal all datalls in this Form are Trio to he best ol my kpowledge. Any false ststsrmant will render mi Application & ongalng assisiances, i any,
lmbbe for myectionicancelialion.

2) | solemnly confirm that nesistance. |l received from Koshika Foundatkon, will be wied only for the “purpose”, as stidid In thin Farm, for which such asshstance

vl reguUEsied by me.

3) | hesraby confirm that | Have not & will not in future, avall of reimburssment, in it or in b, from any other soulcslemployerinsurmics company, of e amourt
for which this aassstanos s requesied
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AGREEMENT by APPLICANT (g gn =)

1} By alliaing my signature or thumb impression on this Form, | {Applicant) heraby agree & aulhorime Koshika Foundation and ii's Trustees to
use/publshipul-up/reproduce my name, address, photo & details of the “purpose”, for whih suth asslstance ls requentedigranted, throlgh any
mvdium, including bul net imited 1o varbal, print, electranic, for soliciling donstions for Koshikn Foundation sndior disseminating information about it's

activitkesfachievemants. Such use of my photo & detalls can boe made by Koahiks Foundation bafore or sfter my reatment or lulfiiment of the *purpose”
for which assistance is being requesisag,

2} | (Apglicant) lurther agres thal any duch uss of my nome, oddresy, photo & datalls of the “purpose”, for which such asaisiance is requestedigranted,
will net autematically entte me for receiving o continuing the said assintance: The decision for granting andlor contimuing the sssistance will res! solety
with tho Trusises of Koshika Foundation, and their decision s this regard will be final and acceptable to me
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Sy alling hemundar, signatute of our Authorised Sighatory for recommeanding this casa/patient for fimancial assistence from Koahils Foutidation, we
{Hospltal] hareby affirm & nccapt following:

1) thnt wie nitlther ane prewently nor will in future avall of finenclil assistanes from another NGO or any other source, for the same patlent/oase, as we ane
mguesting to get from Koshika Foundation, to the axtan that such assistance is granted by Koshika Foundation. [f the requesied assistance & nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make yp the sherifall from anoiher NGO or any other source. This
confirmation assanilally states that the Hospltal will not avall any duplicate pssistonce for the same palisnticase from any oiher NGO or any ather sours
2 Tha assiptanca fmm Koshika Foundation is only financial in nature. The choica of the Ireatment/procedure ndvised/conduciad by the Hospital on the
pathent, is based on (he arangement batwesn the patisnt & tha Hospltal, and s in po way Infusnced by Koshika Foundation Hanes, the Hespital will
assume soln & compinte respomiitility of the restment & s oulcorms & safety of the patent, and Koshika Foundation will ve no rale or responsibility
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