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1) | hereby confirm (hot all details in this Form are Trua to the besl of my knowdedgs. Any false statement will render my Agplication & angoing assistance, If any,
lizbie for repection/canceliation

2} | solemnly confirm ths{ assistance, If received from Koshike Feundation, wil be used only for the “purpose”. a5 stated |n this Famm, for which such asslstance
was requested by me.

3} | hereby corfirm thet | have not & will not in future, avall of reimbursemant, [n past ar in full, freem any other sowreslemployerinsurance compsny, of the smount
for which thit assistance is requested.
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AGREEMENT by APPLICANT (saves g 01)

1} By affing my signature or thumb impression on this Form, | (Applicant) hereby agrese & authorise Koshike Foundation and it's Trustees to

use/publishipul-upireproduce my name, address, pholy & delails of the “purpose”, for which such assistance ks reguesiad/granted, through any

medium, including bit not imited to verbal, print, etectronic, for soliziing donations for Keshika Foundaton and'er dissaminating information aboul it's

activitesiachievements. Such use of my photo & dalalis can be made by Koehiks Foundalion before or after my trestment or fulfilment of the “purposs”
lor which assistance ls baing requesled.

2) | (Applicant) furiher agree thal any such use of my name, address, phato & delails of Ihe “purpose”, for which such assistance is requestedigraniad,
wifl not attomatically entltle me for receiving or conlinuing the said assistance. The decision for granting andlor continuing the assistance will rest solaly
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (E9mme BT WIH)
By affiing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Keshika Foundation, we
{Hospital) harety affirm & sccapt Tollowing:
1) that we neither are presently nor will in future avall of linanclal assistance frem snather NGO or any other sourca, for the sama patisnt/case, as wa are
requesting to get from Koshika Foundation, 1o the exdant that such assistance is grarited by Koshika Foundation. If the requesied assistance s not granied
by Foshika Foundation, in part ar in full, then the Hospilal reserves its rght to make up the shorfall from another NGO or any other source. This
confirmation essentlzlly states that the Hospital will net avail any duplizate assistance for the sama patisnt/case from any other NGO or any othar sourcs
2} The assistance from Koahika Faundation is only financial in nature. The choica of the reatment/procedure sdvised/conducled by the Hospilal on the
patient, & based on the arangement between the patient & the Hospital, and (s in no way influenced by Koshika Foundation. Hence, the Hospltal wiil

pzsume sole & complete responsibiiity of the treatment & it's outcome & safety of the pafient, and Koshika Foundation will have na rale or rasnonsitility
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