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1} | herety confirm fal &l delalis In tis Form ane True to the bes! of my knowledge. Ay fakse statsmant will render my Application & ongoing asslstance, [Famy,
fizble for rejection/cancallation.

] | solemnly confirm |hat assistanca, If received from Koshika Foundation, will be used anly for the "purpose”, 84 siated in this Ferm, tar which such assistance

was reqleslen by me

3) | heraby confim thal | have nof & will not in future, svail of reimbursement, in part or in full, fram any other source/amployerinsurance company, of the amount

tar wihich this assistanca |s equeesiad.
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1) By affixing my slgnature or thumb imprassion on this Farm, | (Applicant) heraby agree & authonise Koshika Foundation and it's Trustees fo
useipublishipul-uplropreduce my name, address, phols & detsils of the “purpose”, for which such assistance is raquasted/grantad, throuph any
medium, including bul not limited 1o verbal, print, electronic, for sollciting donations for Koshiks Foundation andfor disseminaling information aboul s
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AGREEMENT by HOSPITAL (womme g +91)

By affixing hereundar, signature of our Autherised Signatory for recommanding this case/patient for financial assistance fram Koshiks Foundation, wa
(Hamplizal) hersby affirm & accepl following:

1) that we ngithar ara prasently ner will in future avail of financial assistance from another NGO or any othar solrce, for the same patisnlcase, as we are
requesling lo get from Koshiks Foundation, to the extent thal such assistanca is granted by Koshika Foundation. Il the requesiad assistance is not granted
by Koshika Foundatian, in par or bn fUll, then the Hospital reserves I's right 1o make up the sharttall from another NGO or any other sourca. This
canfirmation assantially atatas that the Hospltal will not evsil any duplicate asslslance for the same patienticess from ony other NGO or any other scurce.
2| Tha assistance from Koshika Foundation is only financial in nature. The choice of the trestment/procedure advisediconducted by the Haspital on the
paliant, is based on the arengement betwean the patlent & the Hospital. and s In no way influznced by Koshlka Foundation, Henca, the Hospitsl wil
Bsstme sala & complels responsibifity of the reafment & I's autcome & safaty of the patient, and Koshika Foundation will have no rok ar responsibility

Ir th matter.
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