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1)1 hereby confirm that all detalis in this Form are True o the bast of my knowlodge Any faise statement wil render my Application & ongoi
|ihile for rejection/cancellation.
2} | sobemnly confirm Ihat assisiance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which

was requested by me.
3} | frareby confirm that | have not & will not in futurs, arvatll of reimburssment, in part or in full, from any other sourcalemployedinsusrance company, of
far which this assistance |s requested.
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1) By affixing my signalure of thiumb impression on this Form, | {Applicant) heraby agres & authorisd Koshika Foundation and it's Trustass iu
useipublishiput-upireproduce my name; address, pholo & detalls of the “purpose” for which such assistance is requested/granted, through any
medium, including but nat Nmited 1o verbal, print, electronic, for soficiing donations for Koshika Faundation andior diseaminating Infarmation about It's
scliviliee/achievements. Such use of my phote & detals can be made by Koshika Foundation before or afler my treatment or lullfilmant of the "purpose”
for which assistance-is belng requestad

2} 1 {Applicant) further agrea that any such use of my name, sddrass, photo & detalls of the “purpose’, for which such assistance is reguested/granted,
will not automatically enlille me for receiving or continuing the snid-assistance, The decislon Tor granting andior conlinuing the assistance will resl sokely
wiih the Trustess of Koshika Foundation, and their decision is this regard wiil be final and acceplable o me
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AGREEMENT by HOSPITAL (7 Em %)

By affixing hereundar, signature of our Authorised Signatory for recommending this caseipatient for financiat assistance from Koshika Fountation, w
{Hospital] horety affirm & accept Tollawing;

.| 1) that we naithor are presently nor will in future avail of financial sssisiance from another NGO or any dther source, for the same patiant/case, as we are

requesting o get from Koshika Foundation, 1o the axtant Ihat such assisiance is granted by Koshika Foundation, If the requested assistance |s not granted

by Koshika Foundation, in part er in full, then the Hospital reserves it's right o make up tha shortfall from another NGO or any othar source. This

confirmation essentially stales that the Hospital will not avail any duplicate asslstance for the same patient/case fram any other NGO o sny olher source

2) The assislance from Koshika Foundation is only financial in nature, The choice of the traatmenl/procedure advissd/conducted by the Hespital on the

patient, is based on the arangamean betwaen the patient & the Hospllal, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will

assyume sole & complete responsibility of the trestmenl & s outcome & safaly of the patient, and Koshika Foundation will have no mole or responsibility

in the matier.
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