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111 hareby confinm that all details In lhls Foem arg Trug 1o the bes! of my knowlkedgs, Any fakse statemant will render my Applicalion & ongolng assistance. f any,
liablg for rejection/tancellation.

21| splemnly sonfirm thal assistance, if receivad from Kashika Fourdetion, will ba used only for the “purpose”, as staled in thes Form. tor which such assistance

wasg requested by me.

3} herstry confirm that | have mot & will nol in future, avail of reimburseman, in part o in hull, fram any olher spurcalemployarinsurance comparry, of the amaunt

for which this assistance i3 requested
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AGREEMENT by APPLICANT (smdsw o1 %)

1) By affixing my signatura or thumb impression on this Form. | {Appiicant} hereby agree & aulhorizse Koshika Foundstion and it's Trustees b
use/publishiput-upfrepreduce my name, addrass. photo & details of Ihe “purposa”, for which such assistancs = requesledigranted, throwgh any
medium, inchuding bul not limited Lo verbal, print, electronic, lor selicling donations for Koshike Foundatlan andfor disseminating |nfarmation aboul it's
achviliss/achigvemants. Such use of my phala & delails can be mada by Koshlka Foundation betota or afier my trealment or fulfilmant of the "puspose”
for which gasislance is being requestad.

23 | [Applicant} furher agrea that any such use ol my nama, addrass, photo 3 details of the "purpase”, far which such asslstance is requastedigranted,
will not automatcally edtile me for receiving or canlinuing the said assistance. Tha declsion for granling angfer canlinting Ihe assistance will rast sokely
with the Trusleas of Koshika Foundstion, and Ihelr decision |s this regard will ba [nal and accepietde to me.
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AGREEMENT by HOSPTTAL (W o Tm W)

By affixing hersunder, slgnature of our Autherised Signatory for recommending Ihis casedpalianl for financial assistance from Koshika Foundation, we
(Hospital) hateby afirm & accept following:

1) thal we nelther ane presently nor will In future avell of linancial assisiance from another NGO or any othar source, for the same patienticase, &% we ane
requesiing 1o gel irom Koshika Foundation, 1o the axient that such assisiance is granted by Koshika Foundation, If the reguesied assaiance i nol granlzd
by Moshika Foundation, in part or in full, then the Hospltal reserves If's right to make up the shortfall from shother NGO or any other sourcs, This
confirmation sasentially sintes that the Hospital will nol avall any duplicole sssstance for the same patientcase from eny other NGO or any ofher source.
) The assistance frum Koshika Foundalion is only financial in nalure. The choice of the trealmentprocedure advisedicanduclad by the Hospilal on the
patiant, is bazed on the arrangement batween the patient & Ihe Hospilal, and i= in no way influenced by Kosivka Foundation. Hence, the Hospital wil
assume sole & complete responsibility of the reatment & s cutcome & salely of the patient, and Koshika Foundation will have no rale or responsibilily
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