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111 hereby confirm that all detalls In thls Ferm are True 1o the best of my knowledge. Any falss statement will render my Agplication & ongoing assistance, fany,
lizbila for rejection/canceliation,

2} | splemnly canfirm thal assistance, i received from Koshike Foundation, will bz used orly for the “purposs”, as stated In fhis Form, foewhich such assistance

wat requeslad by ma

3} I hermby confirm that | have net 8 will not in future, avall of ndlmbursement, in pad or in fll, from any ather sourcalemploverinsurance comgany, of the amount
for which thiz assistance s requesizd,
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1) By affixing my signatire or thumb impragsion on this Farm, | [Applizan) hereby sgroe & sulhorss ¥ashika Foundation and if's Trustess 19
usaipublishiput-up/reproduce my name. address, photo & details of the “purpese”, Tor which such assistance s requestedigranted, through any
medium, including but nat limited lo verbial, prinl, sfectronie, for solicitng denations for Kashika Foundation andlor dissaminating information about it's
actlvities/achizvemenis. Buch use of my phelo & detalis oan be madae by Keshila Foundallon belfore of after my irestment or fulfimant ol the *purpose’
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2) | (Applicsnt) turthier agree that any such use of my nama, address, phote & datalls of the “purpase”, for which such assistance (s requested/granted,
will not automatically entitle ma for rocelving or confinuing the said asstslance. The dedlsion for granting andior conlinuing the asskstance will rest solsly
wilh the Trusiees of Koshiks Foundation, and their dectsion ia this regard will be final and eccoptable to me,
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AGREEMENT by HOSPITAL (7w gm %)

By aiffiming heraunder, signature of our Authorsed Signatory for recammending this case/patient for Mrancial aselstance from Koshika Foundstion, we
(Hospital) herety affirm & scoept following:

1) that wa naither are presantly ner will In future avall of financlal assistance from another NGO or any othar source, for the same patlsnticass, as we ara
requesting o get from Koshiks Foondation, fo the extent that such assistance ie granted by Koshika Foundstion. Il ine requested aesistance is not granted
by Koshika Feundation, in part ar in full, then the Hospial reeerves it's fght o make up the shorfall from anather NGO or mny other source. This
confirmation essantialy sistes that the Hospitsl will not avall any duplicate sssiglance far the same palient/éese from any other NGO or any other source.
2) The assislance frem Koshlaa Foundstlon |s anly financial in nature, The sholee of the reatmentprocedurs sdvisediconduclad by the Hospital on the
patient, is based on the amangemani belwean hi patisnt & tne Hospital, and iz in no way Influenced by Keshike Foundation, Hence, the Hospital wil
ossume sole & complele responaibility of the trestmant & il's outeome & safsty of the patient, and Koshlka Foundation will have no rele o7 responsibifity
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