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1| haraby confirm that 2l detals In this Form are True 1o the best of my knowledge, Any false slaloment will render my Applization & ongoing sssistance, il any,
liable for rejsctionicancellation.

2} | solemnty confirm thalt assistonce, if received fram Koahlka Foundation, wil be used only for the "purpose”. a5 stated in this Form, for which such assistance
was requested by me,

3} | ety confirm that | nava not & will not in future, avail of reimbursement, in part or in full, from ny Giher saurcelemplayrinsurance compary, af {he amaunt
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1) By affixing my signature er thumb Impression on this Fom, | (Applicant] heteby agree & aulhorise Kaoshika Foundation and s Trustoes 10
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aotlvitlesiachievements. Such use ol my pholo & detalls can be made by Koshika Foundstian belote or aftar my tresiment or fulfilment of the “purpose”
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wiil not autamatically entille ma for recelving or continuing the said assisiance, The decision for granting andiof contining (he assiclance will resl solsly
with the Trustess of Koshika Foundation, and their decision is this regard will be final and acosptabls lo me.
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AGREEMENT by HOSPITAL (2v@= 20 %)
By affixing hersunder, signatute of our Authorised Signatory for recommending this casefpatient for financial assistance from Keshika Foundation, we
(Hosgital) hereby affirm & sceapt fablowing:
1) that we neliher are aresently norwill in future avail of financial asistance fram anolher NGO or any other source, for the sama pallenticase, as we are
refuesting (o get from Koshike Foundation, to the extant that sush assistance is grantad by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or o full, 1hen the Haspltal reserves iU's right 1o maks up the shortfall from another NGO or any oiher source, This
eonfirmation essantially siztas that the Hospitel will not avail ony duplicels sssistenoe for the same patient/oass from any othar NGO or any other sourcs.
2] The asslstance from Koshika Foundation |s only financial in nature, The cholee of the resiment/procedure advisediconducted by e Hospltal on the
patient, is basad on the arrangement between the patient & the Hospilal, and is in po way nfluenced by Koshika Foundation, Hence, the Hospital will
sssums sole & complele responslblity of the treatmeant & it's oulcoms & safely of the patient, and Koehika Faundation will heve ne rmis of responaibillly
in.the mailer.
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