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1} | harety confirm thal o8 details in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongolng assistance, Il any,
Ible for resction/oancelation.

2) 1 nolemnly confirm that assistance. i recelved from Koshiks Foundation, will be used only for the “purpose’, &5 stated n this Form, for which such sssistance

was requested by me

3} | trerety confirm thal | have not & will nel in future, aval of remblurserant, in part or in full, fror any oiher sourcelemployerinsurance company, of the amount

Tor which this aasistance i requestad
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1} By affizing my signature or thumb impressian on this Form, | [Applicant) kereby agree & suthorise Koshiks Foundation and it's Trustees o

use/publshipal-up/reproduce my name, sddess, photo & detalls of the “purpese’, for which such assistance is requestedigranted, through any

medium, including but nat limited ta verbal, print, slecironic, fof soliciling donalions for Koshika Foundation andior disseminating information about s

activiies/achisvemaniy. Such use of my pholo 4 details can be made by Koshika Foundalion befors o after my treatment or fullimont of the *purposs”

for which assistance is baing reguesiod,

2} 1 (Apphcant) lurther agree that any such use of my name, address, pholo & details of the “purpose”, for which such assisiance s requestedigranted,

will not sutomatically aniile me for receiving o continuing the sald assistance. The decisjon for granting and/or cantinuing the senlstanco will res! solaty

with the Trustess of Koshika Foundation, and thaw decision i this regard will be final and accepisbie o me.
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AGREEMENT by HOSPITAL (wwmm gm )

By affixing hersunder, signature of our Autherised Signatary for recommanding this case/patient for financial assistance | oundgfion
(Howpital] hereby affirm & accepl lnllowing: s —

1} that we neilher are presently nor will i future avall of fingncial assistance from anolher NGO or other source, for the seme paienticase, 35 we are
raquesling ho et from Koshika Foundation, o the exlant that such asssstance is gronled by Koshiks Foundation. If the requasted assistanca (s not granied
by Koshika Foundation, in part or In full. then the Hospilal reserves i's right to make up the shortfall from anather NGO or any ofher sourcs. This
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£} The assistance from Koshika Foundstion & anly financisl in nature, The choioe of the treatmentprocedure advisediconducted by the Hospital on fhe
patient, is based on the arrangumen| betwwan he patient & the Hospital, and is in no way influsnced by Koshika Foundation, Hence, the Hospital will

mﬂlglﬂﬁmhﬂ responsibilily of the treatment & I's outcome & safsly of the pafient. and Koshiie Foundation will kave no role or responsibilty
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