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1) | hereby confinm thal all Setads in this Form are True o the best of my knowledge. Any falss statement will rander my Application & ongoing assstance, If any,
ligble for rejection/cancedialion.

2} | solemniy confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, 85 stated In this Farm, for which such assistance
was requasied by me

3} 1 hereby confirm that | have not & will not In futues, svall of reimbursemant, in part or in full, from any other sourcelemployerinsurance company, of the amount
for which this assictance is requesiad
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & autharise Koshika Foundation and i's Trustées 1o
usefpublishput-upireproduce my name, address, photo & details of the "purpose”, for which such aseislianoe is requested/granted, through any
madiurm, nchuding bul not mited 1 verbal, print, electronie, for soliciting donations for Koshika Foundation andior disseminating informaiion sbout it's
acthvitlesfachisvemanls, Such usa of my photo & dotaila can be mads by Koshike Foundation befors or afiar my treatment or fulliimant of the “purposs”
for which assistance & being requasied.

21 | (Apphicant) further agree that any such use of my name, address, photo & details of the *purpose’, for which such assistance s requestedigranted,
will ot autematically antitle mo for receiving of continting the said assistance. The dedsion lor grantng andlor continulng the asslatance will rest sololy
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accaplable to me
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AGREEMENT by HOSPITAL (¥ram I 501}

Sy affixing hareunder, signature of our Authorised Signatory for recommanding this case/patient for financial sssistance from Koshike Foundation, we
[Haspital) horeby sfirm & accept following:

1) that we neither are presently nor will In future avall of knancial assistance from another NGO or any other source, for the same patlent/case, as we anm
raquasting 1o get from Koshiks Foundation, 1o the exient that such assistance is granied by Koshika Foundation. If the requested assistance is not grantad
by Koshike Foundation, In parf or in full, then the Hespital reserves it's right to make up the shorfall from another NGO or any other source. This
confirmation essentlally stales thal the Hospital will not avail any duplicale assistance for the seme pafient'casa from any ather NGO or any other source
Z) The assistance from Koshika Foundation i= only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital an the
patienl, s basad on the srangement between the patient & the Hoepital, Bnd is in no way influenced by Koshiks Foundation. Hence, 158 Hospital will
assume solo & complols responsiblity of the treatment & If's outoome & safety of the patient, and Koshika Foundation will have na rale of responsitility
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