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1)1 hareby confirm that all details in this Forr ate True to the best of iy knowledge. #ny falee staterment will randar my Appication & angoing assistanca, if any,
lieble for rejectionicancellalicn.

2} | solamnly confirm that assistarce, if receivad from Koshika Foundstion. will ba used anly far the "purpoze”, a3 slated in this Form, for which such azsistence
was requestad by me,

3} 1 harety sanfim that | nave nid & will nat in fclee, ava Lo reirhursement, in pard arin ol Irom any ther sourcefemployerfingurance company, of the amounl
Tgr which (his sssmtance is requested.
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1} By affixing my signatura ar thumb impre ssicn on this Form, | [Applicant’ hareby agree & aulnorise Koshika Foundation and I{'s Trustees lo
uselpublishiput-upfreproduce my name, address, phata & detods af e “puroose”, for which such assislance |8 requestedigranted, through eny
madiurm, including but nol limeted Lo verbal, prind, elecironic, For salicting danations ler Koshika Foundallen andior dissaminaling informalion about it's
aellviliasiachievernents. Such use of my photo & cetails can be macc by Woshkz Faundation pelore of afler my treatmenl of Fulfilment of the "purpose”

lor which asslstance is being requested
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will nod acterad e o ootile me Yo réceiving or continging he said assstance, The declelon lor granting andior coniinuing the assistance will rest sohaly
itk 16 Trontess of @ oo ka Foundalion, and their decision is (s regard will be final and acceptebla to me.
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AGREEMENT by HOSPITAL (7w gR Fu0)

By affixing hereunder, sigrature of our Aulkorized 5 analory fat recommending this cazepalient tor financial assislance from Koshia Foundation, we
{Hospital) heraby afiem & accapl following

11 that we neither are presently nor will in fulure awail of financial assiskanca fram angthar NGO or any olher souice, for the same patienticase, a5 wa are
requesting 1o get from Koshika Foundation, to the extent that such ossistance is granted by Koshika Foundation. If the requesied assislance is nol granted
by Koshika Foundaticn, in part ar in fal, then lhe Hospital reserves it's right 1o make up the shortfall from another MGCH o any other source This
confirmation essantially states that the Hespilal will not avgdl any duplicate assislance far the same petlenlizase from any other NGO or any gther source
2} The assistance {rom Koshisa Foundation is only Ainancial in nature. The choice of e Irealmentprocedure advisedfcenducted by the Hospital an the
patient, is based on the armngemant katween the o=yent & the Hospital, and is in no way influenced by Koshika Foundatien. Hence, 1he Hespital wil
asseme sole & complets respansibility of the trealment & i's outcome & safety of the palient. znd Koshika Foundallon will have no role of rasponsibility

in the mallar.
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