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1) | heredsy confien thal ol details in this Form are Trua (o the best of my knowledga. Any falss stalement will render my Application & ongoing asslstance, If any
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2) | ncleminly condirm that asskstance, If recalved from Koshike Foundation, will be used only for the “purpose”, aa stated in thin Fomm, for which soch sesistance

was requesiod by me

3] | heetyy confirm thal | have nol & will not in futute, avall of rembursament, in pan or in full, from sny other sourcalemploysdinaurance company, of the smaount
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1} By affixing my signature or thumb impression on this Form, | (Applicant] hereby agree & authorise Koshika Foundation and il's Trustees o
usa/publshipul-upreproduce my name, address, pholo & detalls of the “purpose”, for which such assistance s requested/granted. through any
i, including Bul not limited 1o verbal, print, slectronic, for soliciling donations for Koshika Foundation andior disseminating information about it's
nctivities/achievements, Such use of my pholo & details can ba made by Kashike Foundation befors or affer my treatment o fulfiment of The “purposs”
for which assistance s being requesied.

2) | [Applicant) furthar agrea thal any such use of my nama, sddress, photo & delails of the “purpose”, for which such sssistance is requested/granied.
will not actomatically entitie me for receiving of continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with tha Trustees of Koshika Foundation, and their decision s this regard will be final and acteplable o me.
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AGREEMENT by HOBPITAL (wesmm go W)

By affimng hereundet, signatsre of our Authorised Signatory for recommanding thia casa/patian! for financisl sseistance from Koshika Foundation, we
(Hospital) hereby affirm & accep! following:

1) that wn replither are presently nos will in fulure avail of financiol assistance fram snother NGO or any othar source, Tor the sams patient/case, s we 8o
requesting Lo gel from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assistance is not granied
by Moshika Foundstion, in part or in Jull, then the Hoapital resarves it's fight 1o make up the shorifall from another NGO or any other source. This
confirmstion essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from sny other NGO of any other sowrce,
2] Tha assistance from Koshika Foundation is only financial in nature, The choice of the tresimentiprocedure advised/conducted by the Hospital on the
patiert, ks based on the arrangement batween the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital wil
gssumie s0ke & compiste responsibility of the treatmant & '8 outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
i the mather.
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