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1} | hereby confirm [hat ail details in this Form are True to the best of my knowledge, Any false statamant will render my Application & ongoing assisiance, |
liable for rejection/canceliation.

2} I selemanly confirm thal assistance, if received from Koshika Foundation, will be used only for the “purpose’”, as siated in this Form, for which such assistance

was requestad by me

1) | hersby confirm that | have rol & will nat in future, avail of resmibursemant, in part or in full, from any offier source/employerinsurance company, of the amournt

for which this nssistance Is requestad.
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1} By affixing my signature of thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustoas o
use/publishiput-upireproduce my name, address, photo & detalls of the "purpase”, for which such assistance Is requesiadigraniod, through any
medium, incduding but not limited lo verbal, print, slectronic, for soficiting donallons for Koshika Foundation and/or disseminating Information aboul if's
activilies/achievements. Such use of my photo & details car be mada by Koshika Foundation befora or after my treatment or fulfilmant of the “purpose’
far which assistance |s being requested
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AGREEMENT by HOSPITAL (¥emm M W)

By aflixing hereundar, signature of our Authorised Signatory for recommending this case/patient for linanclal assistance from Keshika Foundation, we
(Hospital) hereby affirm & accept fallowing:

1) that we nelther are presently nor will in future avail of financial assistance from another NGO ar any other saurce, for the same patienlicase, as we are
requasting 1o get from Keshika Foundation, 1o the extent thal such assistance is graniad by Koshika Foundation. |l the mquested assisiance is not grantod
by Koshika Foundation, in part or in full, then the Hospitat reserves it's right to maka up the shortfall from anathers NGO or any ather source, This
confirmation essantially states thal the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO or any olhér sourte.
2) The assistanca from Koshika Foundation is only financial in nature. The choice of the treatment/procadure advisadiconducied by the Hospital on (he
patient, is based on the arrangemant betwaan the patient & the Hospital, and s in no way Influsnced by Koshika Foundation. Henoe, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patisnt, and Koshikn Foundation will have no role or responsibility

i the matter,
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