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1) | hereby confirm 1hat 6l detsifs in this Form are Trus lo the best af my knowledpe. Any false slslemesnt will rendar my Application & angoing ssistance, If any,
liable for rejecticnicancallation,

2] | sodemnly confirm that oeststance, i recelved from Kishika Founddilon, will ba used enly for the “purpase”, as stated In this Fom, for which such asslslance

wag raquested oy me.

3) | hareby confirm trat | have not & will not in fulvrs, avall of reimbursemant, In part or fn Rull, from any ather source'empinyarinsuranca company, of the amount

tar which this ossistance (s reguesiod.
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AGREEMENT by APPLICANT (a2 o0 %71)

V) By afiixing my signatura or thumb Impression on this Form, | (Applicant) hareby egree & authorise Koshiks Foundation and it's Trusiess 1o
usaipublishiput-uplreproduce my rame, address, photo & detalls of the “purpase”, for which such ass:stance s tequesiedigranted, ihrowgh any
medium, inciuding but not imited to verbal, prini, slectronie, for soficiting donatlons for Koshika Foundation andior disseniinating information about it's
activiiesiachizvements. Such wse of my photo & detalls can be made by Koshika Foundation before or after my trestment o futfitmant of the “purpose®
tor which assistance I£ being requested,

2} | {Applicant) further agree that any such uss of my name, sddress, photd & detalis of the "purpose”, lor which such assistanca s requesied/granted,
whi not aulomatically antile me for recetving o continuing the-sald assistance. The decision for granting andlar continuing the assislance will rest solely
with the Trustees of Koshiks Foundation, and their decision ls this regard wil be final and acceptabile v me.
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AGREEMENT by HOSFITAL (e gm1 %)
By affixing hereunder, signalure of our Authorised Signatory for racammending (his vasalpafient for financlal gssistance from Koshika Foundatien, we
(Hospital} hereby affirm & accapl falowing:
1) hat wa neither are presently nor will in futyre ayail of fnancial essistancs rom snothsr NGO ar any othil soutcs, for fve same patleni/case, as we am
requesting o gol from Kashika Foundation, 1o the exten thal stich assistance |s granted by Roshika Foundation, If the requested pecistance is net grentad
by Koshlka Foundation, in part or in full, then the Hospital reserves it's right to maka p the shortfell from enother NGO or any other source. This
eonfirmation essentislly states that the Hospital will not avall any duplicale assistance for the same patianticass from any ofher NGO or any other source,
2} The asaistance from Kashika Foundatlon is only firancaal in nature, This chelcs of the: treatment/procedurs advised/canducied by the Hospita on the:
patienl, is based on the arrangement between the patiant & the Hozpital, and is In ro way Influenced by Koshika Foundation, Hence, (ha Hoaspital will

assuma sole & complets responsibility of the trestment & it's outcome & safaty of the patient, and Koshiks Foundatian wil keve no rals or reasponsibility
in the mattar.
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