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1} 1| herefy canfirm that all delails in Wis Form are True 1o the best of my knowledge. Any false stalement will render my Application & onguing essistance, If any,
lisble for rejecion/cancedlation,

2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for ihe “purpose”, as stated in this Form, for which such assislancs
‘wis requesied by me

3) | heraby confirm that | have not & will not in fulure, avall of reimbursament, in parf or in full, from any other scurcetsmplayer/insurance company, of the amount
lor which this aasislance is requesisd

1) & e wm f fE oy w9 fr om el fen of sl 8 wgEm o od Wi ool s e o s s oo @ S0 s B 9w e 4|

20 W W e i wEERT, A W i, e v e st ) qf @ T et W v wen F oo

31 ¥ g wom f fe for oo o oy ek 9 v R, T o ow wis o e few ek s e st A 3 A e # shog f o S dm
AGREEMENT by APPLIGANT (s @i #10)

11 By affoing my signature or thumb impression on this Form, | (Applicent) hereby agree & suthorise Koshika Foundation and I's Trustess 1o
usa/pubiishiput-upireproduce my name, address, photo & delaits of the *purpose”, for which such assistance is requested/granted, through any
medium, inchuding but not limited to verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or diseeminating information about It's
actvitlesiachievemants. Such use of my photo & detalls ean be made by Koshika Foundation before or afler my treatment or fulliment of the “purposs®
for which assistanos is being requesied.
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will nol automatically entithe me for receiving or continuing the said assislance. The decision for granting endlor cantinuing the assistance will resl sobaly
with the Trustees of Koshika Foundation, and Ihair decision Is this regard will be fingl and scceptable to me.
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AGREEMENT by HOSPITAL (Wi Wi %)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for inancial assmdance from Koshika Foundation, we
{Hospital) hereby affirm & accepl following:
1) that we neither are presantly nor will in future avall of financial assisiance from anofhar NGO or any other source, for the same patienticass, as we ars
raquesiing to gol from Koshika Foundation, Lo the extent that such assistance is granied by Koshike Foundation, |f the requested assistance is nol grantod
by Koshika Foundation, in part or in full, then the Hospital reserves i1s rght 1o make up the shortfall from another NGO or any other sourca, This
confirmation essantisily stabes that the Hospital will not avall any duplicate assistance for the same patient/case fram any olher NGO or any olher source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the restment/procedure advised/conducted by the Hospilal on the
patient, s bassd on the srrangement between the patient & tha Hospital, and is in no way influenced by Koshika Foundation, Henca, the Hospital will

agsume sole & complate responsibility of the treatment & IU's outcome & safely of the patient, and Koshiks Foundation will have no role or responsibility
in the matter.
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