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1) | herehy canfirm that all detalls in this Form are True 1o the bast of my knowledge. Any fatse stalemant will render my Apgl
llalde for rejection/canceflation.

2) | solemnly condirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, 2s stated in this Form, for

was requasiad by me, _

3) | hareby confirm that | have not & will not in fulure, avail of reimbursement, in part of In full, from any oifver sourcefemployerinsurance

for wihich {his nststnnce (4 regiipsled.
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AGHEEMENT by APPLICANT (st g %7

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and II's Trustees lo
usa/publishpul-upireproduce my name, sddress, photo & details of he “purpose”, for which such assistance la requestedigranied, through any
madium, inciuding but not limited 1o verbal, print, electronic, for saliciting denations for Koshika Foundation and/for disseminafing infarmation aboud 1's
sctivites/schievements. Such use of my pholo & detalis can be made by Koshika Foundation befors or after my treatment of fulfiment of the “purpose”
for which nssistonce is being requasted.

21 | (Applicant} further agres that any such use of my name, address, phole & details of the *purpose”, far which such assistance is requested/granied.
will pot autermaticully enlitle me for recalving of continuing the said assistance. The decislon lor granting andor continuing thae assistance will rest sclaly
with fhe Truslees of Keshika Foundation, and hair decision is Lhis regerd will be final and accepiable to me.
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AGREEMENT by HOSPITAL (¥ 20 571)

By sffixing hareunder, signaturs of our Authorised Signatory for recommending this case/patient for financial assistance Jrom Keshika Foundation, we
[Hospital) hereby affirm & sccapt following:

1) that we relther are presently nor will in future avall of financlal assisiance from anolhver NGO or any other yource, for thie same palient/case, 55 wWe ore
requesting ta get from Koshike Foundation, 1o the extent that such assistance is granted by Koshika Foundation If the requested assistance i6 nal granted
by Koshika Foundation, in part of In full, then the Hospltal reserves IT's right to make up the shorifall from ancther NGO or any other source. This
gonfirmalion essantisly siates thal the Hospital will not svail eny duplicats assistance for the same patientcase from any other NGO or any olher source
2} The assistance from Koshika Foundalion ks only financial in nature. The choice of the trealment/procedure advisadiconducied by tha Heagital on thi
patient, iz based on the arrangement batween the patient & the Hospital, and s in no way influenced by Koshika Foundation. Henca. the Hospital will
assume sole & complate responsiblity of the treatment & If's outcome & salety of the patient, end Koshika Foundation will kave na role or mesponsibilily
in ihe maller.
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