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1}1 hereby confinm thal all details in this Form are True Lo the best of my knowledpa. Any lalse statement will rander rmy Application & angoing assistance, I any,
liabla for mejectionimancellalion. . _
2} salarminky eonfirm Ihat assistance, if received from Kashika Foundation, will be used Gnly for the "purpase’, as stated in this Fom, for which such assistance

was requesied by ma.
3} 1 hereby confirm that | have not & will nolin future, avail of reimbursament. in par or in full, from any other souncelamployedinsurance company, of the amount
I which this assistance is requested.
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1) By affixing my signalure of Ihumb Impresslon on this Form, | [Applicanl) heratry agresa & authorlsa Koshlka Foundation and iUs Trustees (o
uselputlishipul-upirepraduce my name, address, phole & detsils of tha “purpose”, lor which such assistence is requastedigranled, thiough any
medium, ingluding but not limited to verbel, prinl. alecleenlc, for saliciling donations for Keshika Foundation andfor disseminating infarmation abaul it's
activllestachievernents. Such use of my phote & detalls can be made by Koshika Foundation befera or after my treatment or fulfiment ol the *purpese”
for which assistance is being requestad.

2] 1 {Applicanl) lurther agres that any such use of my name, address, photo & details of the "punpose”, for which such assislance is requastadigranted,
wall nel automatically enlille mee for receiving of continuing the said assistance. The decision for graanting andfor eontinuing the assistance will rest solely
with tha Truslees of Koshiks Foundation, and their decision is this regard will be final and accaptable to ma
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AGREEMENT by HOSPITAL { Wi &7 )

By affining hereunder, signature of our Auihosised Signatary for resommonding this cazelpatient Tor financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accept 'ollowing:

1} thal we rweither are presantly nor will in future avail of financial assistance from anolther NGO or any other source, for the seme pationticase, as wea arge
raquesting to gel from Koshika Foundation, 1o the extent thal such assislance & granted by Koshika Foundalon. If the requesled assistence is nob granted
by Koshika Foundation, in part or in full, then the Hospilal reserves [I's fght o make up the shortfall from another HGO ar any other sourca. This
confirmation essantlally states that the Hospital will nol avail any duplicete assislance for the same patlanticass from any alher NGO or any other source
2] The assistance fom Koshika Foundation is anfy inangial in naturg. The choice of the trealment/procedure advisediconducied by the Hospilal on the
patient, is based on the amangemant batwesn Iha patieni & the Hospital, ard 15 in noe way influsnced by Kaoshlka Foundation. Henge, the Hospital will
assurne suke & complete responsibllily of the treatmenl & it's outcome & safety of the patiant, and Koshika Foundation will have no role of responsibility

in the matter.
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