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1) | hiereby confirm that all detalls in this Form-ate True to the best of my knawledge, Any false statement will fender my Application & ongoing ass|
liable for refectionicancedation,

2} | solemnly confirm that assistance; if recelved trom Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such

was requested by me

33 | haeatly confirm ihat | bave nol & will not in future, avail of rimbursemant, in par or in fuli, from-any other sourca/employadinaurance company, of the
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1) By affixing my signalture or thumb impression on this Form, | (Applicant] hereby agree & aulhorise Koshika Foundation and IU's Trustoes fo
use/publishiput-upireproduca my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, threugh any
medium, including but not limited to verbal, print, electronks, for sollailing donations for Koshika Foundation andfor disseminaling infemation sbout It's

activifiesiachievemants. Such use of my pholo & delalls can be made by Koshika Foundation before or after my treatment or fulffiment of the “purpose’
for which assistance s being requested.
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AGREEMENT by HOSPITAL (¥mmE 2m )

By affixing hersunder, signature of our Authorised Signatoery for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospltal) heraby sffirm & sccept following:
J| 1} that wa neither are presently nor will in future avail of finencial assistance from ancther NGO or any other solrca, for the same pallent/case, a= wi are
requesting 1o gat from Koshika Foundation, ko the extent that such assistance ls granted by Moshika Foundation. If the requesied sssistancs is not granted
by Koshika Foundation, in part or in full, then the Hospilal reserves s right to make up the shortfall from anather NGO or any other source. This
porfirmation essentially states that the Hospital will nol avall any duplicale assistance for the same patienlicase from any other NGO or any olher source.
2) The assistance-from Koshika Foundstion is only financial in nature. The choica of the freatmantiprocedure advisedioonducted by the Hospital on the
patisnt, Is based on the artangemant batwaen the patient & the Hospital, and (s In no way influenced by Koshika Foundation, Henca, the Hospital wil
-assume sols & compiete respansibifity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier.
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