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1)1 hearetyy confirm Mal all details in this Form are True 1o the best of my knowiedge. Any talse statement will render my Applicaion & ongoing assistance, f any,
liabie for rejection/cancelintion.

2}1 solemnly confirm that asststance. If recelved from Koshika Foundation, will be used only for he *purpose”; s stated in this Form_ for which such assistance

was reguesied by me

3} 1 hereby confirm thal | have nol & will not in Giture, avall of reimbursement, in gan or in full, from any ofher sourcelemployedinsurance company, of the amount|
for which this nssistance s reguonsied

1) F www w7 o & g o 3 Rl wowd few w0 wewlt © s we o wi b o Wi e o s serown e § @ 56 e P v W et b

1) &t g o e o s et dd e b e v e Sl e e wm e S

1) & opfe wom f f o s g e b w8 o B, ww ot arfen w et ferd o gt fniosdm werd @ ok e d e ) e o o
AGREEMENT by APPLIGANT (s g0 W)

1) By affing my signature or thumb Impression on this Form. | (Applicant) hereby agree & auihorise Koshika Foundstion and |'s Trustees to
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medium, inciuding bul not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation andfor disseminating information about It's

activitles/achieverments. Such use of my phote & details can be made by Koshiks Foundation before or afler my treatmenl or fulfiment of the *purpose”
for which assstance is being roguestod

2} 1 (Applicant) urther agree that any such use of my name, address, phota & details of the “purpose”. for which such assistance s requesisd/granted,
will nol sutomatically ontite me for ceiving of continuing the sald sssistance. The decislan for granting andier continulng the ansistance will rest solely
wilh the Trusieas of Koshika Foundation, and thedr decision is this regard will be fnal and accepiabie to me:
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E AGREEMENT by HOSPITAL (wamma g ®01)

By allixing hermunder, signature of our Authorised Signatary lor recommending [his case/patient for finandlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & accen! following,

1) thal we nefher are prosently nos will in future svall of financial sssistance from anclher NGO or any other source, for (he sams patient/case, 85 we e
requesting to gol from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. if the requested assktance is nol grantad
by Konhika Foundation, in par or in full, ihen the Hospital reserves It's right 1o make up the shortfall from another NGO or any offer source. This
confirmation essontially s:ates thal the Hospital will nof aveil any duplicate assisiance for the sama patisnticase from sny olher NGO or sny other source.
2) The sdsistance from Hoshika Foundation is only financial in nature. The choloe of the rsalmentprocedure advisediconducted by the Hospltal on the
patiznt, i hased on the arrangament betwasn the patient & the Hospllad, and ie in no way infiuenced by Koshika Foundation. Henca, the Hoapital wil

assume sole & complate responaibility of the treatment & |I's oulcome & salety of the patient, nnd Koshika Faundation will have na role ar responsibility
in e matter
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