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1)1 hergry confiem that all detsils in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoeng sssssiants,
linbily lor rejection/cancallation. \,

2} | solemnly confiemn fhat assistance, if recaived from Koshika Foundatlon, will be used only for the "purpose”, &5 statad in this Form, for which such assistan,
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3} 1 herely conliem that | have not & will not in fulure, ava? of reimbursement, In pan or In full, from any other sourcelemployer/insurance company, of the amount
lor which this aasistance i3 requested.
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1) By affizing my sigrature o thumb impression on this Farm, | {Applicant) heseby sgree & authorise Koshika Foundalion and s Trisiees 1o
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maadlum, (ncluding but mot limited lo verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminating infarmation about it's
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AGREEMENT by HOSPITAL (%ms o5 wit)
By alfixing hereunder. signature of our Authorised Signatory for recommending this caselpatient for linancial essistance from Koshika Foundation, we
(Hospital) heraby affirm & sccept following:
1) that we nether ate pregently nor will in future avall of financlal essistance from another NGO or sny other source, lor the same patientcase, a5 we Bre
requesting 1o get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested sssistance is not granted
by Koshiko Foundatian, i part of in fUll, then the Hospital resarves W's right to make up the shortiall from another NGO or any other soures, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for he same patienticase from any other NGO or any other source
2] The anutance from Kosheka Foundation i anly finencial in nature, The choice of the treatmentprocedure advised/conducted by the Hompital on the
patiant, is based on the arrangemant betwean the patient & the Hospital, and is in no way influenced by Koshika Foundstion. Hance, the Hospital will

assume sole & complets respanaibilily of the treatment & II's oulcema & sulety of tha patient, and Koshika Foundation il have no role or responsibility
i the matier.
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