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1) | nereby confirm that all delails in this Form are True to the best of my knowtadge, Any false statement will render my Application & ongol
Nible fof rejecton/cancelalion.

2] | sofemnly confirm that assistance, if received from Koshika Foundation, will be wsed only for the “purpose”, as stated in this Form, for which
Wil requested by moe.

3] | rersby confirm 1kt | have not & will not in future, svall of reimbursement, in part or in full, from any oiher sourcelempioyenmSLEaNGE COMpany,
for which tis pssigianss b requested

1) 4 e e f 5o v 2 R o v fine 40 vl € sy v o W 4ol uH feen o T s o e # A 68 e e S

2) 4 gm = wwe o tsfw s, & W w ot Tee v i whee o o © fed fiem arde, of v ey F w v

1) # g won f fix Brm we by o ok o wf §, T ol ow sl o e e fel s wi frten i wel @ w B §oolow o ofes o o
AGREEMENT by APPLICANT (1w g0 ®uT)

1) By affiving my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees io
usaipublishipul-up/reproduce my name, address, photo & details of ke “purpose’, for which such azsstance |s requesiedigranied, Inrough any
madium, including but nat kmlled to verbal, print, electranic, for soliciting donations for Koshiks Foundation andior disseminating Information about I1's
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with the Trisless of Koshika Foundation, and their decision is this regard will ba final and accepiable to me.
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AGREEMENT by HOSPITAL (¥eaars B =T0)

By affixing hereunder, signalure of our Authorized Signatoey for recommending this case/patient for financial assistance from Keshika Foundalion, we
{Hospital) hereby affirm & acoepl foBowing:

1) that we naither are presently nor will in fulure avail of financisl assistance from anolhver NGO or any other source, for the same patientcase, s we are
requesting (o get from Koshike Foundalion, to the pxtent that such assistance is granted by Koshika Foundation. If the requested assistance (s nal granted
by Hashika Foundation, in part of In fll, then the Hospltal reserves it's right lo make up ths shortfall from ancther NGO or any other sourcs. This
confirmalion essantially siates thot the Hospital will nol avall any duplicate assislance for the same patienticase from any other NGO or any other source:
2) The assistance from Keoshika Foundation ks only financial in naluse. Tha cholce ol the tealmenl/procedure advisediconducted by the Hespital an the
patient, iz bas=sd on the amangemeant between the patlent & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sols & complale responaibliity of the trealment & i's oulcome 4 safely of the palient, and Koshlka Foundallon will have no role or responsibility
in the matter,
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