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1) | hareby confirm thal all detalts in this Form are True 1o the best of my knowledge. Any false statement will render my Apphcation & sngoing assistance, I any,
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2) | solemnly confirm thal assistance, If received from Koshika Foundation, will be Used only for the “purposs”, as simted in this Form, for which such assistance
was requestad by ma.

3) | heraby confirm thal | have ot & witl nat in fulure, avail of reimbursemant, in part of in full, from any ather sourcalemployerfinsurance company, of the amount
for which this aasistance is requested
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1) By sffixing my ‘signature or thumb impressicn on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusiees 1o
usa'publish/put-up/reproduce my name, address, pholo & delails of the “purpose”, for which such assistance is requestedigranted, through any
meedium, kncluding bul not limited 1o verbal, print, electronic, for soliciing donations for Koshika Foundation andier dissaminating Information aboul IU's
sctivitiesfachiavements. Such ugs of my pholo & detalls can be made by Koshika Foundation belore or after my treatment or fulfilment of the “purposs”
for which assistance is being reguesied

2} 1 (Applicant) further agree thal any such use of my name, address, pholo & detalls of the “purpose”, for which such assistance is requestadigranted,
will nal aulomaticslly entitle me for recelving or continuing the said assistanca, The decigion for granting andfor continuing the assistance will rest solaly
with the Trustaes of Koshika Foundation, and their decigion i this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (wemm 5 %)

affixing Hereunder, signature of our Autharised Signatory for recommending this case/palient for financial assistance trom Koshika Foundalion, wa
(Hospital) heraty affirm & accept following:
1} that we nelther are presently nor will in future avail of financis! assistance from anothar NGO or any other source, for the same patienticase, 85 we are
requesting to get from Koshika Foundation, 1o the extent that such assistance ts granted by Koshika Foundation. Il the requested assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other sourcs, This
confirmation essenlially states that the Hospital will not avall any duplicals assistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only finsnctal in nature, The choice of the trestmentprocedure advisediconducied by the Hospital on the
patient, is basad on the arangement between the patient & the Hospital, and s in no way Influenced by Koshika Foundation. Henca, the Hospital will

asuume sole & complets responsibility of the freatmant & it's oitcome & sefety of the patient, and Koshika Foundation will have no role or mesponsibility
in the matter,
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