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1} | hereby confirm that all detalls in this Form are True 1o the besl of my knowledae. Any Fales statament will rander m cation & gn assiitanos. If-any,
liahle for relection/cancellation. e ¥ ¥ Appd going iy

2) | salemnly confirm that assistance, if received from Koshika Foundation, wil be used only for the *purpose”, 2= stated |n his Form, for which such ssslstance
wos requesied by me.

3) | hersby confirm that | Fave not & will not in fulure, svail of reimbursemant, In part ar in full, frem any othar sowcelemploveringurancs company, of the amount
for which Ihis assistance i5 requesiad,
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1] By affixing my sigraters or thumb impression on this Form. | (Applicant) harety sgree & sulhorise Koshika Foundation and it's Trustess to
usgfpublishfput-upireproduce my name, address, phato & detsils of the “purpose”, for which such essistance i= requestadigrantad, through any
midium, including but not imited to verbal, print, electronic, for soliciling donations for Keshika Foundation andier disseminating infarmation about it's
sclivities/achiovaments. Such use af my photo & delails ean ba made by Koskika Foundation balare or after my trsatment or fulfiment of the “purpose”
for which assistance is being requested.

2] | {Applizant) furher agres that any cuch ues of my name, sddress, pholo & details af the *purposs”, for which sush assistance |s requestadigranied,
will rot automatically entitle me for recsiving or eontinuing the sald assistance. The decielan for grsnling Bndiar continuing the assistance wll rest solely
with the Trisstens of Koshika Foundation. and thelr decizion s ihis regard wifl be-fimal and acceptable o me.
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AGREEMENT by HOBPITAL (Wimes T W)
By affixing hereunder, signalure of aur Authodsed Sionatory for recommending Ihis case/patient for financial assistance from Koshika Foundation, we
(Hoepital) araby afiimm & acoept followino:
1) that we nelther are prosanily nor wiil i fulure svall of financial sssistance from another NGO o any other soures, for the same patisnticase, 83 we are
raquasiing to gef fmm Koshiks Foundation, to the axtent (hat such agslsiancs is granied by Kashika Foundation. Il the raquested assistance is not granted
by Kashlka Faundation, In part or In full, than the Hospltal reserves I's right to make Up the shortfsl from anether NGO or any other source, This
confirmation essantially stales thot the Hoepial will not avall any duplicate assigiance for the sames palienticese from any othar NGO or 2ny othar source.
2) The assistance from Koshika Foundalion is only financial In naiure. The cholee of the reaimentiprocedure advised/conducled by the Hospital on the
patlianl, s basad on the srrsngement betwasn the patisnt & the Hospital, and isin no way influsnced by Koohika Foundation, Henca, tha Hospital wil

sssume sole & complete respansibllity of the trestment & IS oulcoms & safsty ol the patient, and Koshika Foundation will have no role ar respansiblilty
in the matier,
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