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1) | hereby confirm thal sl detalis I \his Form arg Trus to the bast ol my knowledge, Any false statement will render my Application & ongoing assistance. if ey,
liakle for rejecioncancelaticn.

2} selemply gonfirm thal assistance, if recelved from Koshika Foundation, will be wsed only Tor the "purpase”, as stated in this Fom, far which slreh assistance

wag requested by me,

3} herety confimm thal | have rot & il not in future, avail of reimbursement, in part o in full, from any other sourcefgmployerinsurance company, af the armount

for which this assistance i3 requested.
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1] By gffwing vy signature or lhumb Impression on this Form, | {(Applicant) hereby agree & aulhorise Koshika Foundation and il's Truslees 19
use/publish/put-upfreproduce my name, address, pholo & delails of the "purpase”, for which such assistance |8 requestedigranied, Ihraugh any
medium, ingluding bul not imiled 1a verbal, prind, electronic, for seHciting denatlons for Koshika Foundatlon andior disseminating laformatien about it's
aclivitiestachlavements. Such use of my photo & details can be mada by Koshika Foundation beface or after my reatment of Iuifilment of the “purpase’
for which asslstance is being raquested.

2} | [Applicant} further agree thal any such use of my name, address, phote & detalls of the "purpase”, for which such assislance is requasiedigrantad,
will net aulemalleally &nlitle me lor resiving or continuing the sait gssislance. The decision far graniing angfor continuing the assistarcs will rest aolaly
wilh Iha Trustees of Koshika Foundallon, and their dacision is this regard will be inal end acceptatda o me.
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AGREEMENT by HOSPITAL [¥97EE 39 i)

By affixing hereunder, signature of our Authorised Signatory for recommending Ins casefpaliant for financial assistance from ¥oshika Foundatian, we
{Hospital) heraby afem & scoapt folowing:

1) that we nellter are presently nor will in future aval of inancial asgiyiance from another NGO or ary othar scurce, for the same patient'case, as we are
requesting 1o gt from Koshika Foundation, 1o (e exient hal such sssislance {5 granted by Koshika Foundation. It the requesled essistance is nal granled
by Koshika Foundation, i part or in full, then the Hospital rsarves it's right o make up tha shortfall from another MGG or any other source, This
confrmation essentially states that the Hospital will not avail any duplicale assisiance for the same patkantfcase from any other NGO or any olher sgurce
2) The ssmstance from Koshika Foundation is only financial in nature, The choics of the ireatment/procedure advisediconducted by the Mas pital o the
patiant, is based on the rangemant between tha patient & the Hospital, and i in no way mfuenced by Koshika Foundalien. Honca, the Hospilal will
assume sclo & complels responsbiity of the treatmant & s outcome & safety of the pateni. and Koshika Foundallon will have no role or respansitlity
in the matter.
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