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1}|mugwmmudnuhmm Form are True io the besl of my knowledge. Any false statemant will render my Application & ongoing assistance, f any,
2] | solemnly confirm that sssistance. If recelved from Koahiks Foundation, will ba used anly lor She *purposs’, as stated in this Form, lor which such assistance
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3] I hataby confirm hat | have nol & will not in uturs. svadl of rembursement, in part o |n full, from amy other sourcalemployer/insurance company, of the
for which this sssistance = requosied.
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1) By affxing my signature or thumb impression an this Form, | (Applicant) hersby agres & sutharise Koshiks Foundation and I's Trustess 1
usa/publish/put-up/eproduce my name. address, pholo & detalls of the “purpose”, for which such assistance is requested/granted. through any
medium, including but not limited 1o vertal, print, electronic, for soliciting donatiens for Koshika Foundation and/or disseminaling informalion sbout It's

Bitivitlos/achievements. Such use of my photo & details can be made by Koshiks Foundation bafore or after my trestment or fulimant of the *purpase”
for which assistance s baing requesied.

2) | (Apgiicant) further agree that any guch use of my nama, address, photo & datalls of tha “purpose”, for which such assistance is requested/granied,
will nol sutosmatically enlitle me for recehing or confinuing the sald assistance. The decision for granting andior continuing the assistance will rest solaly
wilh the Trusiees of Kashika Foundation, and thair dacision is this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (7w gm wor)
By affiing hereundar, signature of our Authorised Signatary for recommanding this cass/patient for financial assistancs from Koshika Foundatlon, wa
(Hosplial) hereby affirm & sccepl following:
1) it we nelthar are presently nof will in future avall of fnancial essistance from another NGO or any othar source, Tor ihe same patient/case, as we are
requesting to gel fram Koshiks Foundaton, to the extent thal such assistance ks granted by Koshika Foundation. Il the requested assistance is not granied
by Koshika Foundsation, in part o in full, then the Hospital reserves it's right to make up the shorfall from another NGO o sny olbar saurce. This
confirmation essentially states that the Hospltal will nat avall any duplicals essistance for the same patient'cass from any othar NGO or any other source.
2] The assistance from Koshika Foundation is only financial in nature, The choice of the treatmentprocedure advisediconductod by the Hospital on the
pistient, ls based on the arangement bebwean the patlent & the Hosplial, and s in o way [nuenced by Koshiks Foundation. Hence, the Hospitsl will

assume sole & complels responslbility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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