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1} | hereby. confirm thal all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing sssistance, if any,
fiable for rejection/canceilation.

2) | spdemnly confirm that sssistance. (f received from Koshika Foundation, will be used only for the “pumoss”, as statad In this Form, for which such assistance

was tequasiad by ma.

3) | hereiy confirm that | ave Aol & wil notin tilure, avall of reimbursement, In part or in full, from any other sourcefemployarinsursnee company, of the amaount|

for which Ihis asssinnon = reouested
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1) By affixing my signaturs or thumb Impression on Ihis Form, | (Applicant) heraby agree & authoriss Koshika Foundation and i's Trustees o
usa/publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such asslstance is requestedigranted, through any
midlum, nchuding bul not limited 1o verbal, print, alecironke, for sallziing donations for Koshika Foundation and/or disseminating information about it's
antivitles/schisvermenls. Such use of my pholo & detaits can be mada by Koshika Foundation befora or after my tréatment or fuifiiment of the "purpose”
for which assistance is being requestad
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will ol sutomatically sntithe me for meeelving or continuing The sald assistance. The decision for granting andfor continuing the assistance will rest sokely
with the Trustess of Kosfika Foundation, and their decision s thes regard will ba final 6nd acoeptable to me.
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AGREEMENT by HOSPITAL (wesmme 1 )

By affiung hareunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistance from Koshiks Foundation, we
(Hospial) heraty affirm & acoept following:

1] that wie nalther are presently nos wil in fitdre avall of linaneial assistance from ancthar NGO or any other source, for the same patient/case, as we ale
reguesting (o gel from Koshika Fousdation, (o the extent thal such assislance is granted by Koshika Foundation, If ihe requested assistance is nol granted
by Koshlka Foundation, In part ar in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation assentislly states that the Hospital will not avall any duplicate assistance for the same patlentcase from any other NGO or any other source.
2} The assistance from Koshika Foundation is anly financial in nature. The cholce of the treatmentprocedure advisediconducied by ihe Hospital on the
patisnt, is based on the arrangemant batween the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hoepital will
assume sole & complete responsibillty of ihe treatment & It's cutcome & safety of the palient, and Koshika Foundation will have no role or respansibiiity
in tha matier.
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