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1) | hieroby confirm that all defalls in this Form are True 1o e best of my knowledge. Any falss statemant will rende: my Application & ongaing assstance. if any,
liable for rejechon/cancellation.

2) | solemndy condfirm that assistance, # recaved from Koshika Foundation, will be used only for the “purpese”; a5 stated in this Form, for which such sssistance
wes requested by me,

3) | haraby corfirm that | have nol & will not in future, avail of resmbursement. in pan o m ful, from any other source’smpioyerinsurance company, of the amount
fof which thig gsasiances is regussied.
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1) By affizing my signature or ihumb impressicn on this Farm, | (Applicant) bersby agree & autharise Koshika Foundation and s Trustees 1o

usafpublishiput-upireproduce my name, address, photo & detads of the “purpose”, for which such assigtance s requestedigrantad, through any

madium, including bt not limited 1o verbal, print. electronic, for soliciting donations for Koshika Foundation andior disseminating information about if's

aciivities'achievements. Such Uee af my phalo & details can be made by Koshika Foundalion bafore or after my ireatment or fulfifment of ine “purpose”
for which assistance is baing requesiad

21 | (Appligant) further agrae that any such use of my nams, address, phato & detalle of the “purpese”, for which such assistance is equested/granted,
will not autamplically entithe me for receiving of continuing the sald assistance. The decision for granting andlor continuing the assisiance will rest solaly
with the Trustees of Koshika Foundatien, ard thelr denision iz this regard will ba final and accoplable to me.
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AGREEMENT by HOSPITAL (st gm ®mt)

By affiming hereunder, signature of our Authorsed Signetory for recommending this caseipatient for financial essistence from Koshika Foundation, wa
(Hospital) harety affirm & socept following:

1] that we neither ane presanily nar will in future avall of fmanclsl sssistance trom another NGO or any other source, for the sames patientcase, 08 we ore
reguesting o gel from Koshika Foundation, bo the oxlent that such @ssistance is granted by Koshika Foursdation. If the requested assistance is not granted
by Koshika Foundation, In part of in full, than the Hespital reservas it's dght to make up the shortfall from anather NGO or any athir source, This
confirmation essantially states that ine Haspital will not avall any duplicate sssistance for the same patient/casze from any other NGO or gny otier source.
2) The assistance from Koshika Foundation is only financhal in nature, The chalce of the treatment/procedure advised/conducted by the Hospital on the
patiant, is basad on the srangement betwesn the pathent & the Hospital, and is in no way influsnced by Koshika Foundation. Hance, tha Hospital will

assume soln & complete responsiblity of the treatmant & it's outcome & safety of the palient, and Koshlka Foundation will have no role of responsibility
im the mziter.
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