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1) I_ haraby c:ugl'mn Ihat all details in thiz Fom are Tre Lo e best of my knowledpe. Any falsa staterment will render my Application & ongaing asslgtanca, if any.
liable for rejectionfeancelaian.

2}1 solemnly confirm thal assistance, if recelved from Koshika Foundation, wil by wgend anly for Ihe “purposs”, as staled In this Form, for which such assistanca
was requestad by me.

A 1 hereby conlirm thal | hava nol & will ngtin future. avail of raimbursemant, in pan or i full, from any othar soUICRemplayarinsu-ance campany, of e amoum
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11 By sffiing my signature or thumb impression on ths Ferm, | [Applicanl) hareby agree & aulhorise Kashika Foundation and it's Trustees o
use/publish/put-upireproduce my name, addiess, pholo & delalls of the "purpasa”. lor which such assistancs Is requesledigranted, threugh any
msdium, including but not limliad ia verbal, prinl, electionic, for soficiling denatons for Koshika Foundation andior dissaminating infarmation abaul it's
acliviiestachievements. Such wse of my pholo & delslls can be mada by Koshika Foundation befera ar after my trealmenl or hutfirnant of the “purpose”
for which agsistancs B being raquEsiEd
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wil not putomaticalty entile ma lor recelving of canfinuing tha sald assistance. The declsion for granting andfer continuing the assistancs witll resl solely
Wit the Trudteas of Eoshiue Foundation, and thair decision |5 this regard wiil ke final and acceptable to me.
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AGREEMENT by HOSPITAL (¥ 51 FH)

Ey afiixing hereunder, signature af our Authorised Signatory far recommending this case/patiant lor financial assistance from Koshika Foundation, we
[Hespital) hereby affirm & accepl [oflowing,

1] that we relther are presgnily nor will in future avail of financial assistance from ancther NGO or ey other source, for the same patienl!case, 85 we are
reruasiing lo get from Koshiks Foundation, b the aatent thal such assistance ls granted by Koshika Foundatlon. If the requestid ssistance is nol granted
by Koshika Foundatien, in parl of in full, then the Hospital reserves it's right 1o make up the shonfall from anoifer NGO or any other source, This
confirrmation ssgentially states that the Hospital will net avall any duplicate azsislance lor the same palienticase from any ofher MG or any other saurce
21 Tha assistanse from Koshiks Foundabion s only financial in Rature. The chaice of the trealmentiprocedure ardvisediconducted by the Hospital on the
patian, is based on the arrangement between the paliant & the Huspital, and I3 in no way influshced by koshika Foundation Hence, the Hospital will
assume 5ol & complete respansibilily of tha treatment & it's sutcome & safety of tha petient, and Koshika Foundation will have ne rale ot Fasponsibilily
it the matier.
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