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1)1 hereby confirm that all details in this Form are Trus to the best of my knawledge, Any false statement will render my Application & ongoing assislaneg, if any,
liable For rejectiondcancsallatyn. o . _

71 | solemndy confirm that essistance, if mealved from Koshika Foundation, wilt be usad onty for Ihe “purpose”, as stated in this Form, Tor which such azsistance

was requested by ma. .

31 | hereby confirn that | have nod & will nol in future, avail of reimbursemen, in part oF in full, from any other sourcasrmployarinsirance company, of the amount

for which this assislance is raquested.
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11 By affixing my slgnature or lhumb imprasslon on this Form, | {4pplicant} heraby agres & authorise Koshika Foundatien and it's Truslees o
usaipublishipul-upireproduce my name, address, photo & detalls of 1he “purpose”, for which such asslstanca | requesiedigranted, thraugh any
medium, including but st limitad to verbal, print, electronke, lor selicting donations for Keshlka Foundatlon andfar tisseminaling informalion about iT's
actlvities/achievemenls. Such use of my photo & delalls can be made by Kashika Fourdatlon before or after my trealmeel of fullilent of Lhe “purpose”
for which assislanca is being requesied.

2] | {applicant) further agree tha! any such usa of my name, address, phete & details of the “purpese’, for which guch assistance is reguasiedigrantad,
will not automatically entitle me lor recelving or conlinuing the gald assletance. Tha deciskon for granting ardifol gontinuing the assislance will rest solaly
with the Trustees of Koshika Foundation, and Ineir degigion is this regard will be final and acceptable 19 me
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AGREEMENT by HOSPITAL {¥&A@ BT )

By affixing hereunder, signature of aur Authodized Signatory for recommendireg this caselpatiant or financial assistance rom Koshika Foundation, we
[Hosepital} hergby affimm & accept lollowing:

1 thal we neither ara presently nor wilk in future avail of financlal assistance from another NGO or any other source, for the same palienticace, as we are
requisling to gel from Koshika Foundstion, 1o the extent that such assistangs ks granted by Keoshika Foundation. If the requested assisiance is not granlsd
by Koshika Foundstion, in part orin full, 1hen the Hospital reserves it's ight to make up the shartfsll from another NGO or any other source. This
corfirmation essantially states thal the Hospital wHl not avall any duplicale assislance for lne same patientcase from any cthar MG ar gy olher source
2} The assistance fram Koshika Feundation is only linancial in nature. The choice of e Ireatrmenlprocedure advised/conductad by the Hospilal on the
patignt, is based on the arrangerment batweean the patlent & the Hosphtal, and is in ne way influenced by Kashika Foundation. Hence, the Hospital will
assume sole & complete responsgikility of the freatment & it's oulcoma & safety of the patient, ard Koshike Foundalion will have no role of responsibility
in the matler.
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