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1) | haraby confirm that all details in this Form ane True 1o the best of my knowladge, Any falss statement will render my Application & ongoing assistance, if any,
ligebsba for rajecton/cancellaton

2] I salemindy confirm thal sssistance, i recevad from Koshika Foundation, will be used only for the “purposa®. a4 stated in thes Form, lar which such assistance
was requesied by me

3] | heraby confirm fhat | have not & will nod in-future, svail of reimbursament, i part or in full, from any other sourcersmalovarineurancs company, of the amounl
for which thrs assistance 5 requested.
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AGREEMENT by APPLICANT ( smims g =)
1) By affixing my sigrature or humb Impreseion on ihis Form, | (Applicant) heraby agree & authorise Koshika Foundalion and it's Trusiees 1o
usa/publishiput-upireproduce my name, sddress, pholo & detaiis of the "purpgse’, for which such assistance is requestedigranted, through any
ruadiuem, Inefuding bul not limited Lo verbal, print, slectranle, for soliching denations for Koshika Feundation and/or dissaminating Information about Ts

sotiviies/achievements. Such use of my pholo & details can be made by Koshika Foundation before or sfter my treatmeont ar fulfilment of the “purpose”
for which assisiance |s haing requesied.

211 [Applicant) further agrea that any such usae of my name, address, pholo & details of the "purposs”, for which such asslslance is requested/graniod,

will nat automatically enfitie me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistanca will rest solaly
with the Trustees of Koshika Foundation, and thelr decision {8 this regard will be final and scceptabhe o me.
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AGREEMENT by HOSPITAL {v=mm o7 %oty

By affixing hereunder, signsture of our Authofsed Signatary lor recommanding this case/patient for financial sasistance from Kaoshika Foundation, we
(Hospita!) hereby affirm & accep! following:

1) that wie naiiher ore presently o will in future avall of finencial assistance from annther NGO or any other sourca, for the sama patient/cane, as we dre
requésting to gat from Koshika Foundation, to the extent thet such assisiance is granted by Koshika Foundation. If the requasted assistance is nol granted
by Koshika Foundation, in pant or in full, then the Hospital reserves [('s right 1o make up the shortfall from another NGO or any otter source. This
confirmation essentially states that the Hospital will nol avall any duplicate assistance for the same patient'case from any ather NGO or any athar source.
2] Tha assistance from Kashika Foundation is only financial in natura. The cholce of the reatment/procedure advisad/canducted by the Hospital an the
patient, Is based on the arrangement between the patient & the Hospital, and |5 in no way Influenced by Keshika Foundation, Henca, the Hospital will
gasume sole & complete responsibility of the treatment & IUs outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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