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1} | hereby confirm that il deladls in this Form are True (o The best of my knowledge. Ank lalse stalemant will render my Application & ongoing assistance, if any,
lisbis for rejection/oanceilation

2} | solemnly confirm that assistance, I recaived frem Koshiks Foundation, will be used anly for the “purpase”, as stated In this Form, lor which such sssistance
was reguested by me

3 | hereby conlirm that | have nod & will nat in fulure, avail of reimbursement, in part or in hel, from any other sourcalemployer/insurance company, of the amount
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1) By affixing my sigrafure or Thumb imprassion on this Form, | {Applicant) heraby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pul-up/ireproduce my name, address, pholo & detsils of the "purpose”, lor which such assisiance Is requesiad/granted, through any

medlum, including but nat limited 1o verbal, print, alectronic, for saliciting donations for Koshika Foundation and/or disseminating information aboul it's

activiles/achievemants. Such use of my pholo & delaiis can bo made by Koshika Foundstion before or after my treatment or fulfilmant of the “purpose”
for which assistance |s being requested
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will nol aulomatically anlitiz ma for receiving of continuing the &aid assistance. The decision for granting andfor continuing the assistance will rest solely
with tha Trustees of Koshika Foundation, and their declsion Is this regard will be final and acceptable to me,
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AGREEMENT by HOSPITAL (w=me § %)
Hy affixing herelnder, signature of our Authonsed Signatory for recommending (his case'patien] for financal assistance lrom Koshika Foundation, wa
{Hospitat) hereby affirm & accept Tollowing:
1] that we neliver are presently nof will in future avall of financial assistance from another NGO or any other source, for the same palient'case, gs we pre
raquesiing 1o get from Koshika Foundation, te the axtent ihat such aesistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part of [n tull, then the Hospiltal mserves t's right to make up the shortfall frem another NGO o any other saires. This
confirmation essentally statas that the Hespital will not avall sny duplicate assistance for the sama patient/casa from any other NGO or any other sowrcs
2) This assistanca from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/oonducted by the Hosplial on tha
patient, is based on the armangsment betwesn tha patiant & the Hoapital, and |s in no way Influenced by Koshika Foundation, Henca, the Hospite! will

assumn sofe & complete responsibility of the traatment & If's outcoms & safety of the patient, and Koshika Foundation will have no role or responsgibility
in fhe mattar,
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