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11| hgreby confirm that all details in this Form are Trua to the best of my knowledge. Any Talse statamant will render my Application & ongoing assistance, if any,
lighla lor rajactanicancallaton.

7| sobemnly confirm that asslstanes, i received from Hoshike Foundatian, will be used only for Ihe “purpose”, as stated In this Form, for which such assistatice

was requesied by me,

3] I herehy confimm that | have nol & will not In future, avail of reimbursemant, in part or in ful, from any other sourcefemplayerfinsurance company, of the amaunt

for which this asslstanoe is requested.
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14 By aMfixing my slgnature or thumb impresshon on this Form, | {Applicant) bedeby agres & aulhorize Koshika Foundetion and iU's Trusteas to
usapublish/put-upreproduce my nams, addrass, pholo & delails of {he "purpasa”, for which such sasistance is requestadigranted, through any
rnedium, including bul net brmlted to verbal, prinl, electronic, for soliciing donations For Keshlka Foundation andfor disseminating infarmation abaul it's
aclivities/achiaverments. Such uze of my pholo & detalls can be made by Koshlka Foundation before or atter my treatment or fulfltment of tha *purpose’
for which asslsiance is being requested.

211 {Applicant) lurther agree that any such use of my name, address, photo & detalls of the “purpose”. for which such assislance is req uested/granted,
will nol automatically entile me for receiving or confinuing tha sald assistance. Tha decision for granting andfar continuing the assistance will rast solaly
with the Trustees of Koshika Foundetion, and their declsion is this regard will be final and acceptabls to me.
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AGREEMENT by HOSPITAL {¥&m@ BAT FIH)

By affixing hareunder, signature of our Authorlsed Signalary for recommending this casadpatlen for financiel assistance frwn Koshika Foundation, we
[Hospilal} herety afimm & accapt followlng:

1] that we neither are prasently nor will in future aveil of financial assistance fom ancther NGO or any other spurce, for the same patient/case, as we are
raquesting Lo gel from Koshika Feundation, o the extent thal such assislance ks granted by Koshika Foundalion. I the maquested assislance is not granled
by Kashika Foundation, in part or in full, then ths Hospital resarves iI's ight to make up the shartfall from another NGO o any other ssurce. This
confirmation essentially states thal the Hospital will not avall any duplicala assistance for the sanve patisniicase from any ather NG or sny glher source
2} Tha assistance from Koshiks Foundation is only linanciaf in nature. The choice of the realment/proced ure advisediconducted by tha Hospitel on the
patient, |5 based on tha arrangement batwesn the palkent & the Hospital, and Is In no way influencad by Koshika Foundation, Henge, the Hospital will
assume sale & complete msponslbility of the treatmenl & it's outcome & satety of the patient, snd Keshika Foundatlon will have no role or responslblity
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