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1) | hereby conliem thal ail dolads in this Form are True (o the best of my knowledg. Any false staternent will render my Application & ongoing assistance, if any,
liabim for reection/cancefiation.

2) L solpminly conlirm thet susistonce. if reoelved trom Kouhike Foundation, will be used only for the “purpose”, s stated in this Form, for witich such assistance
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A1 1 hatwtry confirm tut | have not & will not in future, avall of remblmemant, in sart o in &l from any other source/employerinsurancs comgany, of the amount
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AGREEMENT by APPLICANT ( saww g %u1)

1) By affiing my wignature or thumb impression on this Form, | (Applcant) heraby agree & auvihonse Koshike Foundation and it's Trusiees o
ussipublshipul-upraproduce my rane, address, photo & details of the "purpose”, for which such assistance s requestedigranied, through any
mésdinim, inchuding bt not limited 1o verbal, print, electronie, for soliciting donations lor Koshika Foundation and/or disseminating information shout it's
actvitieslachievernents. Such use of my pholo & details can be made by Koshika Foundation before or sfler my treatmant o fulfiimant of the ‘purpose”
for which assistance is being requested

23 ) (Applicant) furthar agres that ary such use of my name, sddress. photo & detalls of the "purpose”, for which such assistance b requestadigranted,
will nol sutomatically entitle me for receiving of continuing the said assistance. The decision for granling andlor confinuing the assistance will rest salsly
with iho Trustses of Koshikn Foundation, and thelr decision (s this regard will be finel and acosptable 1o me.
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AGREEMENT by HOSPITAL (7emm p0 %7

By affizing hereunder, sgnature of our Authorised Signatory for recommanding Ihis casa/patient for nancial asslstancs from Moshika Foundation, we
{Hospital) hereby afirm & accept loliowing:
1) thiat we reither are pretsntly nos will in future avall of fnoncial assintance from anothar NGO or any ofver source, for the same palient/cass, os we o

ko gel from Koshika Foundabon, 1o the sxtend thal such assistancs is granied by Koshika » If the requesied sesistance is nol grantad
by Koshika Foundation. in par of in full. then the Hospital reserves it's right to make up the shortfall irom another NGO or any olher source. This
conflrmation sssentally stales that the Hospial will nol avall sny duplicate sssistance for the same palient/case fram any other NGO or sny other source
2) The assistance from Koshia Foundation s only financial in nature. The choice of the reatmentprocedure advised/conducted by the Hospital on the
patiant, ks bassd on the arrengement betwesn the patlent & the Hospltal, and is In no wary Influenced by Koshika Foundation. Hencs, ths Hospltal will
assume sole & complete msponsibifity of the treatmant & it's outcome & safety of the patienl, and Keshike Foundation will have no role or responsibility
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