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1) hereby confim that all datass in this Form ane True to the best of my knowledge. Any false statement will render my Appbcation & ongoing assistance, if any,
kable for rejecton/concellplasn,

2} | satemnly confirm thet assistance. if recelved from Koshika Foundation, will be used only for the “purposs”, as stated in thes Form, for which such assistance
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3} | hereby confirm that | have not & will not in future, avail of rembursement. in part or in ull, from any other sowcelemployedinsurance company, of the amouni

for which this sssistance s requontied.
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AGREEMENT by APPLICANT (wniow gm wrt)

1} By afficing my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and if's Trusioes o
usefpublishipul-upireproduce my neme, sddress, photo & deloils of the “purposa”, for which such assistance s requesiedigranied, through any
mgdium, including bul not fimited o verbal, print, edectronic, for soliciting donations for Koshika Foundatlon and/or disseminaling information aboul i's
aciviliesfachisvemenis, Such use ol my pholo L details can be mads by Koshika Foundation before or after my treatmant or fulliiment of the *purpose”
for which assistance (s being requesind

2} | tAppticant) furthar agras that any such use of my nama, address, pholo & delalls of the "purpose’, for which such assistance is requestadigranted
will nel sutomatically entithe me lor recalving or conlinuing the said asslstance. Tha decision for granting andler cantinuing the assistance will resi salely
with [he Trustess of Koshiks Foundstion, and their decision s this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (wmxms g9 F01)
By alfixing heveunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospital} hereby &ffirm & accepl folowing:
1) thal we neliher sre presently noe will ks luture avall of financial essistance from another NGO or any other source. for the same patienlcase, as we are
requisting to get from Koshika Foundation, to the extent (hat such assistance is granied by Koshike Foundation. If tha requenied sssistance |s nol granted
by Koshika Foundation, in part or in full, then the Hospitsl reserves ir's right to make up the shortfall from another NGO or any other source. This
corfirmation essantliaily states thal the Hospital will not avail eny duplicate nesisiance for the same patienlicase from any other NGO or any other source
2) Tha essislance lrom Koshika Foundalian ks only financial in nature. The chosce of the trealmentprocedure advisediconducted by the Hospital on the
palent, is based on the arangement batwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, 1he Hosgpital will

mssume sole & complyte responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsiblity
im fne mattor.
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