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1) I hereby confirm that all detalls in this Form are Trua to the best of my knowbadge. Any falss statemant will render my Application & ongoing assistance., Il an
frabie for rejection/canceliation. z *

2) | solemnly confirm that assistance, if received from Koshlka Foundation, will be used only for the “purpose”, as stated In fiis Form, for which sich aesistance
was requested by me.

3) I hereby confirm that | have not & will nol in fulure, avail of reimbursement, in part o in full, from sny othier sourcafamplayerinsirancs company, of the amount
for which fhis assistance is requastad
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1) By affixing my signatisre of thumb Impression on this Form, | (Applicant) hereby agreo & authirise Koshika Foundation and It's Trustess 1o

use/publishiput-upiraproduce my name, address, photo & detalls of the “purposa”, for which:such assistance ts requestedigranted, through any

madium, including but not limited lo verbal, print, electranic, for soliciting donations for Koshika Foundation andfor dissarminating information about it's

activiliesiachievements. Such use of my pholo & detalls can be mads by Koshika Fnunduﬂun before or after my treatmeant or fulfiiment of the “purpose”
for which assistance is baing requesied.

2} | [Applicant) lurther agrea that any such usa of my name, address, photo & datalls of the *purposs”, for which such essistance is requestedigranted,
will nol sutomatically entitfe me for recelving or continuing the sald assistance: The dacision for granting and/or continuing the assistance will rast solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable 1o me
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AGREEMENT by HOSPITAL (= §™ &)
By affixing hereunder, signature of our Autharsed Signatory for recommending this case/patient for financial ssiatance from Hoshika Foundation, we
(Hospital) hersby alfirm & accept following: _
1) that we nefther are presently nor will In future avail of financial assistance from anather NGO or any other sourde, for the same palienttase, as we are
requesting to get from Koshika Foundation, 1o the extent that such assistance 5 granied by Koshika Foundation, 1 the requestad assistance is nof graniad
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 other source. This
confinmation assantially siates thal the Hospital will no! avall any duplicale sssistance for the sama patient/case from any other NGO or any other sourca.
2) The assistance from Koshika Foundation is only financial in nature, The choice of tha treatment/procedure advisadiconducied by tha Hospital on tha
patiant, Is basad on the arrangément betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, thes Hospital will
assume sole & complate responsibifity of the treatment & Vs gutcome & safaly of the patient, and Koshiks Foundation will kave no rola or responsibility
iri the matiar
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