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1) | heteby confirm hat 84 detals in this Form are True to the best of my knowledge. Any false statement wil rander my Applcation & ongoing assistance, if any,
lishie for rejection/canceliation

2) | nolnmnly conflrm ul sssistance. # received from Koshika Foundation, will be used only for the “purposes’, &5 stated In this Form, lor which such oasistance

wad requesied by me

3) | hereby confirm Bt | have not & will nat in Auture. aval of reimbursemant, in part o in full, from any other source/employerinsurance company, of the amount
for which e asssstance is requesiod
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1) By affuong my sigrature or thumb impression on his Form, | (Applicant) hereby agres & puthorise Koshika Foundalion and IU's Trustess to
usafubishlput-upireprofuce my name, address, phato & detaily of the “purpose’, for which such sssistance is requested/granted, tirough any
medium, nclusing but nod limised 1o verbal, prinl, slectronic, for soliciting donafions lor Koshika Foundation and/or disseminating information sbout if's

nctivitiesiachievements, Such use of my photo & details can be made by Koshika Foundation balore or afier my treatment or fulfiiment of the "purpese”
for which assistancs is being requested.

2) | [Applcant] further agree thal any such use of my name, sddress, photo & detalls of the “purpose”, for which such sssistance s requestedigranied,
will not sutomatically entitie rme for recedving o continuing the said assistance. The decision for granting and/or continuing the sssistance will res! solely
with the Trustees of Koshina Foundation, gnd thair declsion |s this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (wemem g W)
By aMixing hereunder, signaiute of our Autharsad Signalory for recommending Iy cose/patient for financial ssslstance from Koshika Foundalion, we
{Hospitz!) hersby =firm & sccept following:
1} ot we nuither are presently nor will in future ovall of financial sssistance from anolber NGO or any other source, lof the sarme palienl'case, as we are
requestmg to get from Koshiks Foundation, to the exlent that such assistance is granted by Koshike Foundation, If the requested aseistance is nol granted
by Koshika Foundstion, in part or in full, then the Hospital reserves i's right to make up the shorttall from ancther NGO of any othas source. Thia
confirmation sssentially states thal the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other sourca.
2) Tha aceistance from Koshika Foundation is only inancial in natute. The cholce of the restmentiprocedine sdvised/conducted by the Haspital on the
patient, is based on the arrangement between the patient & the Hospital, and is In no way Influsnced by Koshika Foundation. Hencs, the Hospétal will
assuma 300 & complels roupongibility of the reatmaent & it's outoome & sofety of the patiant. and Koshiks Foundation will have no role o responibilizy
In the matier.
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