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1} | hereby confinm thal all details in this Form are True lo the test of my hrowiedge Any false siatement will render my Appiication & ongoing asststance, If ary,
lighia Tor rejection/cancatisiion

2} | seteminly confimm that assistance, f received from Koshiks Foundation. will be ysed onily for.the “purpons”, we stated in this Form, foe which such assitance
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3} | harby confim that | have not & will not in Tuture, avad of reimbursament, in gan or in full, frem any other sourcelemplayerfinsurance company, of 1w amoun)
for which this sesictonce s requented
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1) By affxing my signalure or thumb impression on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and Ii's Trustens 1o

usa'publishiput-up/reproduca my name, address; photo & details of the "purpese”, for which such assistance ls requesiedigranied, through any

medium, inclading but nel lmited to varbal, print, electronic, for soliciting donations for Kostiks Foundation sndior dissaminating formalion aboul ii's
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with Ihe Trustees of Koshika Foundation, and their decision v this tegard will be fingland accaptable 10 me
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AGREEMENT by HOSPITAL |wemel g wi)
By afllang hereunter, signature of our Autharised Signatory for recommanding this case/patiant for financiol assistance from Koshika Foundation, we
(Hospitst) harety affirm & sccepl following:
1] that wi neither are presently nor will in Tuture aveil of financial essistance from another NGO of any oiher saires, far the saima patienticess, &5 we Gre
requaating o gel from Koshika Feundation, to the extent thal such assistance is granted by Koshika Foundation. |f the requesied nesistancs (s not granted
by Kaoshika Foundation, in part or in full, then the Hospital reserves |('s-right 1o make up the shortfall from anolher NGO o any other sourca Thia
confirmatian essentinlly states (hat the Hospital will not avall any duphcete assistarce lor the same palientcase from sy othar NGO or any ather source
2} The assistunce from Koshika Foundation is only financial in nahure. The choice of ihe reafment!procedure advisediconductad by Ine Hogpital on the
patient, i based on ihe arrungement betwean the patiant & the Hospital, snd |5 In no way Influanced by Koshiks Foundation. Hence, the Hosphal will

s3sume sole & complele responsibllity of the reatment & its outcome & salety of the patient. snd Koshike Foundstion will have no rale or responsibiity
in e matier
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