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1)1 herety confirm that all dotaiks Iy this Form ars True to the best af my knowledge. Any false siatemant will render my Application & ongoing assistance. if any,
linbla for rejeciionicanceliation.

2) | salemnly conflrm that assistance, |f recelved from Koshika Foundation, will be used only for the "putpose”, as sialed In this Form, for which such assistance
was requesied by ms.

3) 1 heroby confierm Eal | have ol & will ret in future, avirl of reimbursement, in part o (n ki, from any olher sourcalemployer nsurance company, ol the amaunt
for which this assistance is requasted
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AGREEMENT by APPLICANT (mies g %T)
1) By aMixing my signature of thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and it's Trustess lo
use/publishiput-upireproduce my name. address, photo & detalle of the “purpose”, for which such assistance is requested/granted, through any
mesdbum, inchuding bul not limited to verbal, prinl, slectronle, for soliciling donations for Koshika Foundation andior disseminating information about it's
activities/achisvaments. Such use of my pholo & detalls can be made by Koshika Foundation balore or after my ireatment or Rulfiiment of the “purpose”
for which assistance is baing requested.
21 1 {Applicant) further agrae that any such Lse of my name, address, pholo & detalls of the “purpose”, for which such assistance is requested/grantad,
will not aulomatically entitie me for receiving o continuing the sald assistance. The dedsion for granting andior continuing the assistance will rest salely
with the Trustess of Kostika Foundation, and their decislon la this regard will ba final and acceplable to me.
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AGREEMENT by HOSPITAL (wwmer gm w1t

By affixing hereundar, signature of our Authorised Signalory for recommending this casa/patient for financial assistance from Koghika Foundation, we
(Hospital) hereby affirm & accapl following:

1) thal wa neither are presently not will in future avall of financial assistance from another NGO or any other source, for ihe same patient/cass, a8 wi &
reguesting 1o get from Koshika Foundation, 1o the sxten that such assistance Is granted by Koshika Foundation. If the requested assistance Is not granied
by Koshika Faundation, in part of in full, then the Hospital reserves it's right 1 make up the shorifall from another NGO or any other source. This
confirmation assentially siotes thal the Hospital ﬂrmnﬂmyhpﬁuﬂnﬂﬂmﬁhmpﬁnﬁﬂuﬂmnuﬂmﬁﬂﬂvwdﬁm
) The assistance from Koshika Foundation i only financial in nature, The chaice of the trestmentiprocedure advised/conducted by the Hospital on the
patiant, is based on the arrangement batween the patient & the Hospital. and is in no way influsnced by Koshike Foundation. Hence, the Hospital will
assuma sole & complete responsibiilty of the reatment & ity oulcome & sefety of the patient, and Koshike Foundation will have no role or responsibility

in the matter.
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