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13 | hereby confim that all delalls in this Eorm are True to the best of my knowledge, Any false stalament wil render my Applieation & pngolng assistance. f any.

ligkle for rejectionicancelatian,
2}1 soleminly confirm that assistance, |t recaived from Koshiks Foundation, will be used only for the "purpase”, @s stated in thrs Form, for which such assiglance
was requesiad by me

39 | heraby confitm {hat | have nat & will net i fulure, evail of reimbursernent, in part ar in full, rom any other sourcafemploysinsurance company. of Ihe amount

Fod which Ihis assislance is requested
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1} By afflxing my slgnaturs or thumb impression on this Form, | {Applicant) herety agres & adthorisa Koshika Foundation end it's Truslees &
use/publishiput-upirepredUce my name, address, phote & details of the "purpose”, far whith such assistance is requestedigranted, Ihrgugh any
medivm, including but nol imited 1o vergal, print, elgotranic, for saliciling denations for Kashika Foundaticn gndfor disseminaling informalicn about IU's
actlvities/achisvements. Such use ol my pholg & details can b mada by Hashika Foundalion beloee or afler my reatment o Tulfilment of the "purpose”
for which assistance s belng requested

2} | {Appiicant) furthes agree Ihal any such use of my name, addrass, phele & dalails of the “purpose”. for which such assislance is raquestedigranied,
will nol putomatically entitle me for recelving ar conlinuing tha said assistance. The declsion lor granting andfor continuing the assistance will rast sclely
with the Trustees of Koshika Foundation. and Lheir decision is thia regard will ba final and acceptable to ma
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AGREEMENT by HOSPITAL {w@me BRT 3

By affixing hereunder, signalure of our Autheorisad Signatory for recommanding tnis casedpatient far financial aszistance rem Koshika Foundation, we
{Hospital] heraby affirm & accapl follawing:

1] thal we neither are presently nor will i future avail of financiel assistance from analher NGC or any ather aource, for the sama palienticase, a5 we Bre
requesting to gel from Keshika Foundation, to the exten thal such assistance |s granied by Koshika Foundalion. If the requested assislance is not granted
Ly Koshika Foundation, in part of in full, then the Hospital resarves it's right tr make up tha shortfall from arsthar NGO ar any other seurce. This
confirmation essentialfy stales thatl the Hospital will nol avall any duplizale assistance for Ihe same patlenticase from any other NGO or any gther gource
7] The assistance from Koshika Foundabon is only linancial in natwre. The chaice of the weatmentprocedure adviseaicondusted by the Haspital an thie
patienl, is based on the amangement batween the patient & the Hospilal, and is in no way influenced by Kaoshika Fqundauun Henee, he Hospila' wil
atsume sole & complete responsibility of the traatment & it's outcome & safety of the patant, and Koshika Foundation will have no rale or respensibility
in the ratier
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