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1) | hereby confirm that &)l detais in this Form are True 10 the best of my knowledge. Any false statement will render my Application & ongaoing assistance., i any,
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2) |-solemniy confirm that asststance, if received from Koshike Foundabon, will be used only for the “purpase”, as stated in this Form, for which such assistance

was mquesied by me

3}Ihﬂem:mﬁwﬂb’ that | kave not & will not in future, avail of reimbursement, in part o in ful, from any other source/employerfinsurance company, of the amount

for which this nssintisnce & reguesied

l}iiﬂm‘l{h‘ﬂmdIﬂiﬁﬂmHM*mﬂﬂﬂhﬂﬂhﬂﬂ““ﬂﬂliﬂ““d.ﬂiw

2) F g W wen o Csifnw sEE, i d e A b am i s el i A em dmwm dwmm b

1) A gfe wm { % fan e o] ok W) o £, T o W affes @ e e el w dfrdemels el @ 0 o fre § sb o o ot ol

AGREEMENT by APPLICANT (smits g wo1)

1) By affiaing my signakre or humb impression on this Form, | [Applicant] hereby agree & auihorise Koshika Foundalion and it's Trustees io
usa/publish/put-upireproduce my neme, sddress, photo & detslls of the “purpose”, for which such assistance |8 requestedigranted, Wrough any
madium, including bul not lmited 1o verbal, print, electronic, for scliciling donations for Koahika Foundatlon and/or dissaménating Information about if's
aciivitles/achisvements. Such use of my phole & detalls can be made by Koshika Foundation belore or afier my treatrment or fulfiiment of the “purpose”
for which assistance i being requosiod,
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will nel sutomatically enlitie me for recelving o continulng the seid assistance. The decision for granting and/er conlinuing the assistarce will res! sclaly
with the Trustees of Koshia Foundation, and their decision s this regard will be final and accepiable to me
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AGREEMENT by HOSPITAL (¥&as 50 %00)

By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospital] hereby aMirm & accepl following:

1) that we neither are presantly nor will in future avail of financisl assislance from another NGO or any other source, for the same patient'case, 84 we are
reguasting o gel from Kaoshika Foundation, to tho extant that such assistance i grantad by Koshiks Foundation. If tho requested assistance is nol granted
by Koshika Foundation, In part or In full, then the Hospital reserves I's right to make up the shortfall from another NGO or any alher source. This
confirmation essontinily stales that the Hospital will not avall any duplicate assisiance for the same patient/tase from any other NGO of sny other source
2} The assistance from Koshika Foundation is only fimanicial in nature. The choice of n advised/conducizd by the Hospital on the
patkant, is based on the srrangemant batwaan e patiant & the Hospllal, and i i way influsnced by Koshika Foundation. Hemce, Ite Hoapital will
assume sole & complete responsibiity of the treatment & s outcome A safety gf the patient, and Koshika Foundation will heee no role or responsibility
i the matier.
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