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1) | herety confirm that all detads in this Foem are True to the best of my knowledge. Any falss statement will render my Application & pngoing ssslstance, if any,
liable for rejection/canceiation,

21 | solamnly canfirm that essistance, f recelved from Koshika Foundation, vl be used only for (e "nurposs’, as staled in this Form, for which such assistance
was requested by ma:

31 | hareby confirm that | kave not & will not in future, avall of rebmbursemeent. in part or in full, from any other sourcelemplayerinsurance company, of the amount
foir whach this assistance |8 reguested
1) & i o e e A B m w00 S ® e e o e b ol wd fen v e s e s b oW 0w B W ow ae b
3y &t g o e T S s, @ f m ol § 3w T T ive 9t g # B fem owdm, @ @ e F woom

v) & ofe wom o o Fam wemem o on ok & f &, wn ofn W wE W wee fren S e o fnime i e 8 3 @ fra oS3 f ofe F §m
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1} By affiring my signature or thuirib impression on this Form. | (Applicant) hereby agree & authorsa Koshika Foundation and it's Trusiaes o
use/publishiput-upireproduce my neme, sddress, pholo & details of the *purpose”. for which such assislance is equested/granted, through any
medium, inciuding but not limlted 1o verbal, print, slectronic, for saliciting donations for Keshika Faundation sndior disseminating information about It's
scilvities/achievaments. Such use of my phols & detalls can bs made by Koshika Foundstion before: or after my treatment or fulfliment of tha *purposa”
for which assistance s baing requasiad
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will nat automaticaily entlile ma for receiving 6F continuing Lhe said assistance. The declsion for granting and/or continuing the assistence will rest solely
with the Trustees of Koshika Foundation. and their decision & this regard will be final and scceptabla 1o me
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AGREEMENT by HOSPITAL [¥mmE $m )
By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for inancial assistance from Koshika Foundation, we
(Hogpital) haiaty alirm & acoept lallowing:
1) that wa neither are presently nor will in future avall of financial asslstance from another NGO or any olher source, for the same patient/case, a3 we are
requesting 1o got from Koshika Foundation, to the extent inat such sssistance is granted by Koshika Foundation. If the requested essisiance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentisiy states that the Hoepital will not ovsll any duplicats assistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation |s anly financial in nature, The cholce of the treatmentprocedurs advised/conducted by the Hospital on the
patient, is based on tha arangemant between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, tha Hospital will

assume sole & complets responsibliity of the treatment & it's outcome & salaty of the patient, and Koshika Foundation will have no role or responsibliily
i the matter.
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