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1) | heraby confirm that all detaits in this Form ane True to the best of my knowledge. Ary faise ststement will render my Appl
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7} | salemnly confirm thal assistance, If receivad from Koshika Foundation, will be used only for B "purpose”, as staled in this Form. for

was requesied by me.

3) | hereby confirm that | have not & 'wll not in future, aveil of reimbursemant. in part o i full. fom any other sourcefemployedfinsuranca

for which this assistanca |s requested.
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1) By affidng my sighature or thumb impression on this Form, | [Applicant] hareby agree & authorise Koshika Foundation and il's Trustess to
use/publich/put-upireproduce my nome, address, photo & detalls of the "purpose”, for which such assistance (s requestad/granted, through any
madiim, including bul nol imited lo verbal, print, electronic, lor sollciting donations for Koshika Foundalion andior disseminaling inforrration aboul i's
activities/achisvements, Such use of my photo & details can be made by Koshika Foundation before or afier my resiment or fulfiment of ihe “purpose”
fior which assistance ks being requosted.

21 | (Anplicant) further agree that any such use of my name, address. pholo & details of the "purpose”. for which such assistance is requestad/granted,
will nat automatcally antile me for receiving or conlnuing the sald asaistance. The decision for grantng and'or continuing the asslslance will rest sclely
with tha Trustess of Koshiha Foundation, and thair decision s this regard will be finel end sccepiable to me
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AGREEMENT by HOSPITAL (wemm T =11)

By affixing hereundsr, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we
{Hospital) hereby affirm & accepl following:

1) thal we neither are presantly norwill in luture gveil of financial assistance from another NGO or any offer source, for the same pabenlicass. 85 we are
requesting 1o gel from Koshika Foundation, lo the extent thal such assistance is granied by Koshika Foundation. Il the requested assislance [s nal granlod
by Keshika Foendation, in part or in full, then the Hospital reservas il's right lo make up the shortfall from another NGO or any ofher source. This
confirmation essentially stales thal the Hospltal will nol avall sny duplicate assistance for tha same patient/case from any other NGO or any othar source
2) The assistange from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advised/conducted by Ihe Hospital on the
patient, iz based on the srangement betwesn the patient & the Hospital, and is In no way influenced by Koshika Foundation, Henca, the Hospitsl will
assums sole & complete responsibiity of the treatment & it's outcome & safely of the patient, and Koshika Foundatlon will have no rola or responsibdity
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