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1) | hereby canfirm that sil detais in this Form are True 1o the besl of my knowledge. Any faise statemeant will rendes my Applicstion & ongoing assistance, i any,
liable for repechon/cancelistion,

2) | solemnly confirm that assistance, If recalved from Koshika Foundation, will be used only for the "purpase”, a8 siated in this Form, lor which such assistance
was requasted by me,

3) | hereby confirm thed | have not & will not in future, avail of reimbursemenl. in part or in lull. fram any ather saurcafemployéerinsurance company, of s amount
for which this assistance s requesiad
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1} By affixing my signature or thumb impresaton on this Form, | (Apphcant) hereby agree & authorse Koshika Foundation and H's Trustees 1o

use/publish/pul-uplreproduce my name, address, photo & details of the "purpase”, for which such assistance is requested/granted, through any

madium, including but not imited fo veroal, print, alectronic, for soliciting donations for Koshika Foundation sndfor dissaminating information sboul ifs
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will nat allomatically entifle me for recelving or continuing the sald assistance, The declsion for granling andlor continuing the essistance will rest salely
with the Trustees of Koshika Foundation, and thalr decision s ths regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (we=mn 3w F10)

By alfixing horeundar, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) haratry affirm & accapt following.

1) that wa neither are presently not will in futute aveil of lingneial sesigiancs (rom another NGO or any ofhar source, [or the sama palisnt/casa, 85 we Bre
requesting to get from Koshika Foundation, 1o the extent (hat such assiglancs & granied by Koshika Foundatkon, If the requesied assistance 1§ nol granted
by Koshika Foundation, in part or in full, then the Hospitsl resarvas it's right 1o make up the shortfall from another NGO or any other source. This
confirmallon essentially stales that the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other soUrce
2) The assictance from Koshika Foundation is only financial n nalure. The choice of the treatmant procedurs advisediconducted by the Hospital on the
patient, Is based on the arangement between the patlant & the Hospital, and Is in no way Influenced by Koshika Foundation. Hance, the HospHal wil
n;‘m sole & complate responsibiiity of the reatment & iI's oulcome & sefety of the patient, and Koshika Foundation will have no nobe or responsibility
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