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1) | heraby confirm that all detalls In this Fomm are True to the best of my knowlsdge. Any false statement will render my Application & engoing assisiance, I any,
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2) | salemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as staléd in this Form, for which such assistance
was requasied by ma.

) | haraby confirm at | have nol & will not I8 futufe, avail of reimbursament, in part of in full, ffom any other sourcefemployerinsurance company, of fhe amount
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AGREEMENT by APPLICANT { swies gl =)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshiks Foundation and its Trustees 1o
use/publishipul-up/reproduce my nama, sddress, photo & detalls of the "purpose”, for which such assistance is requestedigranted, through any
rmedium, Intluding but not limited to verbsal, print, slectronis, for sollciting donatlons for Koshika Foundallon andior dissaminating information about It's
activitesfachisvements. Such use of my photo & daetalls can be made by Koshiks Foundation before or after my treatment or fulfiment of the *purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the "purpose”, Tor which such assistance is requestedigranied,
will nal sutomaticslly entitle me for recaéving or continuing the said essistance. The deolsion for granting end/or continuing the assisiance will rest solaly
with the Trusiees of Koshika Foundation, and their declsion s thiz regard will be final and accaptable to me.
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AGREEMENT by HOSPITAL (weeed §M W)

in the matter,

By aflixing hereunder, signature of our Autharised Signatary for recommending this case/pallent for financial assistance from Koshiks Foundstion, we
(Hospital) hereby affirm & accept following:
1) that wa nelther are prasently nor will in fulure svall of financial assistance from spother NGO or any other source, for the same palienticass, ss we are
to gt frem Koshika Foundation, 1o the extent that such assistance Is granted by Koshika Foundation, If the requasted assistance is nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves il's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any othar NGO ar any ather source
2) The assiatance from Koshika Foundation ks only financial (n nature. The chalce of tha trestment/procedure advisediconduciad by the Hospital on the
patiant, |8 basad on the arrangemant batwesn (he patient & the Hospital, and is in no way influenced by Koshlka Foundation. Hence, the Hespital will
sssums sole & complele responsibllity of the freatmant & it's outcome & safety of the patient, and Koshika Foundation will lava no rola or responsibility
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