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11| hereby confirm that all detaiks in this Form are True lo the bes of my kngwdadge Any false stalement will render mry Appllcation & cngoing asslzlance, it any,
liale bor rejedipnicancelation. _

21 | selemnly confirm that asslstance, i recetved from Koghika Foundathon, will ba used only for the “purpgse”, 2 stated in this Farm, for which such sssistance

was requesied by me

3) | hereby confmn that | nave net & will not in Rature, avall of reimbursemen, in parl ar in fult, frerm any olher sourcedermployerinsurance company. of the amadn
for woich this assistance & requested
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1} By affixing my signature or thumb Impression on this Farm, | [Appllcant) hereby agree & autharise Koshika Foundaticn and it's Trustees 1o
usefpublishiput-upfreproduce my name, address, phote & detalls of the "purpsse”, for which such gsslelance is requestedigranted, through any
mediven, including but not lmited to verbal, print, electronig, Ter soliciling donations for Koshika Seundation andior digseminating informetion about it's
activitiesiachievemenls Such use of my photo & detalls can ba made by Kashika Foundalon befarg or afler my treatment or fulliiment of the *purpose”
for which assistance is being requestsd.

#] | {&pplicant) further agree thal any such use of my name, addrass, phits & details of the “purpase”, for which such asslstance is requestedigrantad,
will ol automatically &niitle me for reseiving or conlinuing the said asgistanca. The decizion for granling andfor conlinuing Ihe assistance will resl salely
wilh the Trustees of Koshika Foundation, and neir decision is this regerd will be final and acceptabla Io me.
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AGREEMENT by HOSPITAL (F57a/m F %{R}
By affixing hereunder, signature of our Authoriead Signatory for recommending Lhis case'pationt for linancial assistanes fom Koshika Foundation, wa
[Hespital) herety affirm & sccapt following
1] thal we naither are presently aer will in fuiure aveil of financlal assislance from angther NGO or any other sourca, for the same patienl/case, 25 we are
requesling to gel from Koshika Foundation, 19 the extent that such assistance is granted by Kashika Foundation. If the requested assistance is nal granted
by Kashika Foundation, In part or in R, then the Hospital reserves it's rlght ta make up the shortfall fram another NGO or any olher saurce. This
canfitmation essanbally slales that the Haspital will not avail any duplicale assislance far the same patienlicese from any othar NGO or sny othar source.
23 The assistance from Koshika Feundation is only financial in nature. The chaice of the treatmenlprocedure advised/conductod by the Hospital an Ing
paliant, is based an the arangemenl betwesn Iha patiant & the Hospital, and is in no way inluensed by Koshika Foundation, Hence, tha Hospital will

Bssume sole & complele responsitilily of the treatment & it's putcome & salety of the patlant, and Koshika Foundalion will have no rale of respsibllity
in ke matler.
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