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1] | hereby confirs that all detalls in this Fomm ara True ta Ihe besl of my knowledge. Any false statament will render my Application & angoing assistance, if any,
lizbla for rejectiondcancallaton,

24| sglemnly confirm Ihat assistance, if recaived from Koshiks Foundalian, wil be used onfy for tha “purpase’, as stated in this Farm, for which such assistance

was raquesied by me,

31 | hereby conferm that | have not & will nol in fulure. avall of reimbursemant, in parl or in Tll, lram any other soucalemployasinsurance company, of the amaunl

for which this assistance s requesied.
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1) By affixing my signature or thumt Impression on this Futen, 1 {Appiicant} haraby agree & authotisa Koshika Foundslion and it's Trustees lo
use/publishfpul-upfreproduce my name, address, pholo & delails of tne “purpose”, for which such assislance is requestadigranled, Ihrough any
medium, ingluding but not limited to verbal, prial, etectronic, for soliciting donations Tar Koshika Foundation andfor disseminaling infarmatean about il's
activiliesiachlevements. Such usa of my photo & datails can be mads by Koshika Foundation before or after my treatment or lafilmant of the “purpose”
lor which assigtance is balng requested

2) | {Apphcant} furthar agree Ihal any such use of my namea, address, phole & datzils of the “purpase”, for which such assislanca is requestedigrantad,
will not sulgmatically entitle ma for recaiving or continuing the said assislance. The decisien far granting andior cantinuing the assistance will rast zolely
with Iha Trustees of Kgstika Foundalion, and their decision is this regard will be lnal and acceptable o me.
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AGREEMENT by HOSP{TAL [wamm@ B FIH)

By affixing hereunder, signalure of our Aulhorised Signatary for recommending thls caze/patient lor financial assistance Irom Koshika Foundation, we
{Hospital) heraty affirm & sccept Todowing:

1) thint wa naithar are prasently nor will in future aveil of finsncisl assistance trom enoiner NGOG o any other source, for the same palleni'case, a5 wea are
regquesting io gel from Koshika Foundabion, (o the axent that such assistance s granted by Koshika Foundation. If the requested assistance i§ nol granted
by Kouhika Foundation, in part of in full, then the Hespitsl reserves i right to make up the shortfall from anothar NGO or any other source. This
canfimmatian essentiatly states that the Hosplial will not avall eny duplicate assistance for (he same patienticese from any other NGO or any other Source
7) The assistence from Koshiks Foundation is only financial in nature. The chaice of the restment/omcedure advisedficonducted by the Hospital an the
patient, is based on the arangement between the putient & the Hospiel, and is in ne way influenced by Hoshika Foundation, Henoe, the Hespital will
assume sole & complate responsibility of the ireatment & B's cdtcome & safety of the patient, and Koshika Foundalion will have na rala or respansitlily
in tha matter.
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