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1} I hereby confifm that all details in this Form are True to the best of my knowledge. Any false statemaent will rendar my Applicalion & ongoing assistance, if any,
fiable for mischion/canceltation.

2) | soiemnly confirm thist assistance. if recenved from Kashika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requestod by ma,

3) I'hereby confirm that | have not & will nat in luture, avall of reimbursement, in pant or in full, from any other sourcelemployerfinsurance company, of the amount
for which this assistance is requested.
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1) By affiing my signature ar thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publishiput-uplreproduce my name, address, phato & dotals of the "purpose”, for which such assistance Is requestedigranted. through any
madium, including but not limited Lo verbal, prinl, lectronic, for soliclting donations for Koshika Foundation andior disseminating information aboul i's
aclivities/achlevemonts. Such use of my pholo & details can be mada by Koshika Foundation before or afler my treatment or fulfiiment of the “purpose”
for which assistance |s being requesiod.

2] I [Applicant) further agre= Lhal any such use of my name, address, photo & details of the “purpose”, for which such assistance Is requestedigranted,
will nol sutomalicalty entithe me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will test solefy
with Ihe Trustees of Koshika Foundation, and thair decision Is this regard will be final and scceptable to ma,
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AGREEMENT by HOSPITAL (w¥erms o woT)
By affixing heraunder, signature of our Authonsed Signatory for recommaending this casa/patient for financial assistance from Koshika Foundation, wa
{Hospital ) hareby affirm & accept following:
1) that we neither are prasently nor will In futlse gvall of financial astislance from ancther NGO or any other source, for the same patient/case, as we are
requesting 1o gel lrom Koshika Foundalion, 10 the extent ivat such assistance Is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in pan of in full, then the Hospltal reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essenlially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2} The assistance from Koshika Foundation is only financial in nature, The cholce of the treatmentiprocedure advised/conducted by the Hospital on the
patignt, is based on the arrangemenl between the patient & the Hospital, and i= In no way influenced by Koshika Foundation. Hence, the Hospltal will
assutne sole & complete responsibility of the treatment & it's oulcome & salely of the pafient, and Koshika Foundation will have no role or responsibility
in thiy matior,
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