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1] 1 eretyy confirm that sl detads in this Form are True to the best of my knowledge. Any faise statemant will render my Application & ongoing assistance. If sy,
hable for repeciionicanceliation.

2] | solemaly confirm that essistance. i received from Koshika Foundation, will be uned only for fhe “purposs”. s siated in this Form, for which such assistance
was reguesied by me

3) | rrrety confirm Mt | nave not & will nol in fulure, Svail of rembursement, in part or in full, from any other source/emploferinsurance company, of the amount
for which ihis nisisiance & requesied
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1) By affixing my signatute ar thumb impression on this Form, | [Applicant) hersby agree & authorise Koshika Foundaticn and i's Trustees fo
use/publsh/put-upireproduce my nama, sddress, pholo & detalls of the “purposa”, lor which such assistance Is requesiodigranisd, theough any
madium, inciuding but not limited to varbal, print, slectronic, for soliciting donations for Koshika Foundation and/or dissominating information aboul ©'s

sciivities/achievements, Such use of my pholo & details can be made by Koshiks Foundation before or afier my treatment or fuifliment of the “purpose”
for which nssistance is being mquested
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will nat sulomatically enfitke me for recalving of continuing ihe sald asuistance. The decision for granting snd/or confinuing the assistance will el solaly
with the Trusteses of Koshika Foundation. and their decision is this regard will b2 final and acceptable io me.
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AGREEMENT by HOSPITAL (wma=t oo %01)
By afllxing hereunder, signature of our Authorised Signatory for recommaending this casa/patient for financial essisiance from Koshia Foundation, we
{Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avell of financial sssistence from enolher NGO or any other source. for the same petienticase, B we Bre
requasting 1o gat from Koshika Foundation, to the extont thal such assistance is graniod by Koshilka Foundation, If the requesied assistance is nol grantad
by Konhika Foundation, in part of in full, then the Hospital ressrves I right to maks up the ehartiall from another NGO or any alfver source, This
confirmation sssentally stales that the Hospltal will not avail any duplicats sssistance for the sams patient/casae from any other NGO or any other source
2) The ass|stance from Koshika Foundation i only financial in nature. The chulce of the weatment/procedure advised/conducied by the Haspital on he

patiant, in besed on the arrangemant betwaen the patient & the Hospital, and & In no way Inflsenced by Koshika Foundstion. Hance. the Hospial will

assurme sole & complete respongibdity of the treatment & Il's cutcome & safely of the patent, and Koshika Foundation will hires no rmole o responsiiity
in the rmatter.
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