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13 | hereby confirm that all details in this Form ans Truw to the best of my knowledge. &ny lalse statemant will rendar my Applicalion & ongoing assstance, ifany,
liable fo rejectionicanceliaton.

21 | salemnly eonfirm (hat essislance, if recaived from Koshika Foundation, will be used onfy for the “purpose’, as slated in this Fomn, for which gueh assetanca
was requesied by mea.

3} | hereby confir that | have nat & will not in future, avail of raimbursament, in par or in Lull, Irom any other sourcelemployedinsurance comparry, of lhe amgun
fof which this pssislance ik raquasted.
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1) By alfizing my signature o thumb imprassion on this Form, | Applcant) hereby agree & authorize Koshlka Feundation and it's Truslees 1o
use/publish/put-upieproduce my name, address, phale & detalls of the "purpose”, for which such assistance i requested/grantad. thraugh any
medium. ingluding but not limited to verbal, print, elecironic, for seliciling dunallens for Koshika Foundalion andfar disseminaling informalion about it's
aclivitiestachiovemants. Such use of my photo & detalls can be mads by Koshika Foundation belore of afler my traatment or Tulfilment of the “purpase”
foe which assisiance is being requasted.

21 | {Applicant] furiher aqree that any such use of my name, address, pholo & detally of Ihe “purpose”, for which such agslstance ls raquestadigranied,
will ngl avtarnatically entile me for receiving of continuing 1ha said assistance, The deglsion for granting and/or contlnulng the assistance will rest solely
with tha Trusloos of Koghika Foundation, and thair dacision i5 Ihis regard will be finadl and accaplable o me,
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AGREEMENT by HOSPITAL (¥=mIH ERT =M}

By aflixing hereunder, signalure of our Authorised Signatory for recommanding this case/patient for financial azsistance from Kashika Foundation, we
(Hospital) hereby affirm & accepl following:

1) that wa nalther are presently nor will in future avall of financial assstance from angthar NGO or any other soufte. far the same patienbicase, as wa are
requesting 1o get from Koshika Foundafion, lo the exlent thal such assistance is granted by Koshika Foundalion, If the requested assistance is nol grented
by Koshika Foundation, in part of in full, then the Hospital reserves II's right to make up the shortfall from another NGO or any other souree. This
corfirmation essentiaily states thal the Hospitel will nol evail any duplicate assislance for the same petlenlicase from any other NG or any glher source
) The assistanca from Koshika Foundation is only finansial in nature. The choice of the treatmantiprocedure advisedicondusted by the Hospital on the
patient, is based on the arangemant between the patient & the Hospital, and i in no way influenced by Koshika Foundalion. Hence, Iha Hozplial wil
assume sole & complete responsibilty of the ireatment & I's outcome & salety of the patlent, and Koshia Foundation will hava no role or responsit|ily
in the malter.
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