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1) | hereby confirm ihat 2il detads in this Form are True to the besl of my knowledge. Any faise statement will render my Application & ongoing assislance, Il any,
Jinble for resectionicanceliation.

2} | salemnly confirm that assistance, If recolved from Koshika Foundation, will be used anly for the “purpose”, es sfated in this Form, for which such assistance

was ragquestad by mae

3) | hereby corfiem thal | have not & will rot in future, avail of reimbursement, in part of in hull, from any other scurcalemployerinsursnce company, of the amount|
for which thes asssiance is requesied
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1) By aflixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshike Foundation and it's Trusiees o

usa/publishiput-up/reproduce my nams, address, phato & detalls of the “purpose’, for which such assistance is requested/granted, through any

medium, inchuding but not lmited 19 verbal, print, electronie, for soliziting donations for Koshika Foundation and/or dissaminating information about it's

aotivities/achisvaments. Such use of my pholo & detaila can be made by Koshika Foundation before or after my treatment or fullilment of the “purpose”
fior which assistance is being requested,
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will piol automatically antitle me for receiving or continulng the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr deciston ks this regard will be final and acceplatle lo me.
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AGREEMENT by HOSPITAL (wemma g0 W)
By sffixing harsunder, signature ol our Authorisad Signatory for recommending this case/patient for financial assistance from Koshika Foundaiion, we
(Hospital) heraby affirm & sccept following:
1) that wa nelihar are presently nor will in future svall of knancisl assistance fram ancther NGO or any other source, for the same palient/case, B8 we 818
requesting to get from Koshika Foundation, 1o the extant thal such sssistance is gramted by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundstion, in part o in full, then the Hospllal reservas it's right to make up the shordfall from anctfer NGO or any other scurce. This
confirmation essentlally sistes thal the Hospital will nat avall any dupticate assistance for the same patient/case {rom any other NGO or any other source.
2) The aszistance from Koshika Foundation is ondy financial in nature. The choioe of the trealmant/procedurs advised/conducted by the Hospits on tha
ptient, Is based on the amangement betwean the patient & the Hospital, and Is in no way Influsnced by Koshiks Foundation. Hence, the Hospital will

assume soke & complete responsibility of the treatment & I's outcome & safety of the patient, and Koshike Foundation will have no role or responsibility
it e aliae,
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