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1} | hereby confirm that all details in this Form are True to Ihe best of my knowledgs, false statemant wil render my Application & assistan
lighle for rejectionicancelation. i y Application & angeing £, I any,

2} | slemndy confirm thist assistance, I received from Koshika Foundation, will be used only for the "purpess”, as stated in this Form, for which such assistance
was reguested by me.

331 hereby confirm thal | have net & will not in fulues, evall of reimbursement, In pad orin fll, fram any othir sourcalemployerinsurance company, of the am
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AGREEMENT by APPLICANT (s 50 =01)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hersby agree & suihoriss Kashika Foundation and Its Trustoes fo
usa/publishipul-upireproduce my name, sddress, photo & details of the *purpase’, for which such asslstance Is requestedigranted, through any
medium, including bul nat limited to verbal, print, elactmnic, for sollciting denations for Koshiks Foundatien andior dizseminating Infarmation aboul II's
gcilvitiasiachizvamants. Such use ol my phote & detalls can be made by Koshike Foundation before o aflar my traatment of fulfiiment of the *purpose”
for which assislanoe s baing requastod.

2} | (Applicant) further agres thal any such use of my name, sddress, photo & delalls of the “purpese”, for which such assistance is requestedigranted,
will riot aulomatically enlile me for recelving or continuing the =aid aesistanca. The decislon for granting andler continuing the essistance will rest eolaly
with the Trustees of Koshika Foundation, and thair decislon |5 this regard will ba final and scceplable o me.
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AGREEMENT by HOEPITAL (WWrms EM %)

By affixing hereundar, z:gnatura of our Authorised Sigratory tor recommanding this case/pallent for financial assislance from Keshika Foundation, we
(Hosplal) harety afllrm & accept following:

1] that we nalher are presently nor will in future avall of finencizl asslstance from ancther MGE0 ar amy olhar source, Tor the same patlonticase, &5 we are
reguesting to got from Koshiks Foundation, to the extenl thal such assistance is grantad by Kashiks Foundation, If the requasted assistance is not grantad
by Kashika Foundalion, in par ar in full, then the Hospltal reserves 1 righl 1o make up the sharifall from anather NGO or any otfier source, This
confirmation essentlzlly statas that the Hospital will not aveil any duplicats assistanca for tha same patienticase from any other NGO or any ather solrcs.
2) The assistance from Koshika Foundafion is only financial In nalurs. The choice ol the Iresimentiprocedure advisad/conducted by ihe Hespital an tha
patienl, ks based on the arrangement batween the patiant & tha Hospiial, &nd i= in no way influenced by Koshiks Foundatlon, Hence, the Hospital wil
assuma sole & comptets responsibility of the treatment & It's outooms & safety of the patient, and Koshika Foundation will have ng role or responsiblity
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