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1} | hereby confirm Iinat all details in this Form are True to the best of my knowledge. Any false slatement will rander my Application & cngoing assstanca, if any,
lighle for rejection'cancalertion.

2! | splemnly confirm thal essistance, IF receives from Koshike Foundation, will be used cnly fof the "purpase”, as stated in this Form, for which such assistance
wag requeslad by me.

3 } hereby canfirm that | have nol & will nol In future, avail of reimbursarmant, In part ar in full, from any ¢her sowrcelemployerinsurance campany, of the ameount
feur which this assistarnce |3 requested.

13 ﬁﬁﬂWaﬂmiﬁmmﬁﬁﬂm}mﬁmﬁﬂMﬁmmﬁmtllﬂﬁtmm‘mmmmhﬁﬂﬂmﬁmﬂmm?l

73 ﬂima‘lmmﬁi"ﬁﬁmm',ﬂﬁmmi,mmmmﬁﬁﬂﬁﬁmm,a-‘twwﬁwwtu

3 iﬂgﬁmiftﬁﬂmiﬂﬂUMIﬁfﬁ#,mnﬁTwmﬁmmmﬁmﬁwﬁmuﬁmwﬂwﬁrﬁm%ﬂx#ﬁmﬂm1
AGREEMENT by APPLICANT ( Aem 1T %1

1) By affixing my signeture or thumb impression ¢n this Form, | {Applicant) heroby agree & sulhorise Keshlka Foundation and s Trustees 1o

wsalpubhishiput-updreproduce my neme, address, pholo & details of the "purpoze”, Far which such assistance is requesiedigranted, through any

medium, incleding but nal limited Lo verial, print, electronie, far sgHsiting donationy for Keshlka Foundation and/or dissaminsting information about I's

activities/achievements, Such uge of my pholo B details can ba made by Koshike Foundatlon before o after my treatment or fulfilment of the “purpnsa”
for which assislance is being requestad.

21 1 tAappllcant) further agrag that any such use ol my name, address, pholo & datails of the “purpesa”, for which such assistance is reguesladigranted,
will net autornatically enlitle me for receiving of sontinuing the said assistance. The dacision for granting andéor conlinuing the asslstance will rest solely
with the Truzlees of Koshika Foundalion, and their decision is this regard will ba final and acceplable to ma.
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AGREEMENT by HOSPITAL (F0r Rl W)

By sffixing hereunder, signature of our Autharised Signatory fov recommanding this caseipatient for financial assistance from Hoshika Foundation, we
{Hospital) hareby affirm & accept following:

1) that we neither ane prasenily not will in fulure aved of finpncial assistance from another NGO or ahy clher source, for the same patient/case, a5 we are
requesting 1o et from Koshika Foundation, to the extent thal such ansistance is granted by Koshiks Foundation. If the requesied sssistance ks nol granted
by Keshika Foundation, in pant or in full, then the Hospital resanves IU's right to make up the shortfall from anather NGO of any othed source, This
confirmation essanially states thal the Hospital will not avill sny duplcate assistance for the same patienlcass from any other NGO or any other source
2) The assistance from Koshika Foundalion ks only financial in nature, The choice of the traatment/prmcedure advised/conducied by the Hospital on e
patient, is based on the arrangement batween tha patient & the Hospfal, snd i in no way influenced by Koshike Foundation, Hence, ths Hospital will
gssume sole & compiets responsibiity of the treatment & it's outcome & safety of the patient, snd Koshika Foundation will have no roie o responsibility

in the matter.
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