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1) | herety confirm ihat sl detais in tis Form are True 1o e best of my knowiedge Any talse statement will render my Aoplication & cngoing assistance. i any,
kable for reection/cancellnton.

2} I solamnly confirm that assstance, if recelved from Koshika Foundation, will b used only for the "purpase”, a5 started In s Form, for which such assistance
was reguisted by me

3) | heredy confirm that | ave not & will nat In heture, avad of reimbursement, in part of In hull, from any other scurca/employerfinsurances company, of the amount
lor which this aasisiance & reguasted
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AGREEMENT by APPLICANT (smes g %)

1} By affining my signature of thumb impression on this Form. | {Applicant) hereby agree & suthorise Koshika Foundation and il's Trustees io
use/publish/put-upireproduce my names. address, photo & detaile of the “purpose”, for which such sssisiance is requested/granted, through any
medium, including but not limited to verbal, print, skectronic; for soliciting donations for Koshika Foundation andfor disseminating information aboul It's
nciivilies/achievements. Such use ol iy pholo & detalls can be made by Koshike Foundstion before or aftor my trestmant of fulfiimant of the “purpose’
for which assiniance is baing requesiod.

21 | (Applicant) further agree that any such use of my name, sddress, pholo & details of the “purpose”, for which such asaistance (s requesied/granted,

will net aulomatically entitle me for receiving of continuing the said assistance. The docision lor granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, gnd their decision is this regerd will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (s oW &)
By affiung hereunder, signature of our Authorised Signatory for recommanding this case/patient lor financial assistance from Koshika Foundation, we
(Hompital) kereby affirm & sccapd following:
1) thet we neither are presanily nor will In uture svell of finencial sssistance from ancther NGO or any other source, for the same pallent/case, s we ars
requesting to got from Koshika Foundation, Io the exiant that such assistance Is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in pant or in full, then the Hospital reserves It's right 1o make up the shertfall from ancther NGO or any other source. This
canflirmation essentinlly states (hat the Hospital will not avai any dupliicate assistance for the same patient/case from any other NGO or any ather source,
2} The assistance from Moshika Foundation is only financial in nature The choice of the ireatment/procedure advised/conducted by the Hoapital an ihe
patient, is based on the arrangement batwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
gssuma sole & complete responaibillly of the treatmant & If's outcome & salisty of the patient. snd Koshiks Foundation will have no rale of responsibility
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