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1) | hatebey corfiom (hat all detads (n this Form ame True (o the besl of my knowledge. Any false stalement will render my Application & ongoing arsistance, if any,
lizbe for nap

2) | solomnly confiim that sssistance, ¥ recelved from Koshika Foundation, will be used only for tha “purpose”. os stalod in this Form, for which such assistance
was requested by me

3) | hvretyy confirm that | have not & will not in future, avall of reimbursemant, in pan of in full, from any othet source/smployedinturance company. of the amount
for which this assistance & reguesied.
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1] By afMixing my signature or thumb impression on this Form, | (Applicant] heroby agree & authorise Koshiks Foundation and #'s Trustoes Io

uselpublsh/pul-upireproduce my name, address, pholo & detaills of the "purpose”, for which such assistance is requestedigrantad, through any

misdium, including but not limised 1o verbal, print, electronie, for soliciting donations for Koshika Foundetion and/or disseminaling information aboul it's
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fot which assistance bs being requesied.
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with the Trustess of Koshixa Foundation, and thelr declsion is this regard will be final and acosplable (o me
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AGREEMENT by HOSPITAL (vemm gm )

By affizing heteunder, signatune of cur Authorised Signalory for recommending this case/patient for financial assistance from Koshiks Foundation, we
(Hospital) hereby afirm & accept tollowing:

1] that we neithar ara presantly nor will in future avail of finpncial assigtance from another NGO or any other source, for the sema patient/cass, ns we ore
requesting Lo gel from Koshika Foundation, 1o the extent that such assistance is granted by Hoshika Foundation, If the requested assistance & not grartsd
by Koshika Foundation, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO or any other source, This
confirrnation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
71 Tha sssistance from Koshikas Foundation is only financial in nature. The choice of the reatment/procedure sdvised/oonductad by the Hospital on (he
patent, s based on the arrangement betweon the patient & the Hospllal, and is in no way Influenced by Koshika Foundation. Hence, the Hospital wdl
assume sole & complate responaibidity of the treatmant & it's outcome & safety of the patient, and Koshika Foundation will have no rola or responsibility
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