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1) | hereby confirm that afi details In this Form are True to the best of my knowiedge. Any faise statement will rander my Application & ongoing assistance, if any,
liable for refection/cancellation,

2 | solemnly confirm that assistance, i received from Koshika Foundation, will be used only for the “purpose”. as stated in this Form, for which such assistance
wias raguested Dy me.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in par o in full, from any other sourcelemployeninsurance company, ol the amount
for which this nssistance is reguested.
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1) By affixing my signature of thumb impression on this Farm, | {Applicant) hereby agree & authorise Koshika Foundalion and IUs Trustees to
usalpublishiput-up/reproduce my name, address, photo & delalls of Ihe “purpose’, for which such assistance i requestedigranted, through any
medium, including but not limited to verbal, print, slectronic, for soliciting donations for Keshika Foundation and/or disseminating information aboul It's
aclivitlesiachievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment o fulfilmant of the “purposa”
for which assisiance |s being requested.

2) | {Applicanl) further agree that any such usa of my name, address, pholo & datails of the “purpese”, for which such assistance s requasted/granted,
will nol automaticaliy entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision s this regard will ba final and acceptabla to me.
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AGREEMENT by HOSPITAL (7ee g ®U%)

By affixing hereunder, signiature of our Authorised Signalary for recommending this case/palient for financial assistance from Koshika Foundation, we
{Hospital) herely affirm & accepl following:

1) that we neither are prasently nor will in future avall of financial assistance from another NGO or any other saurce, for the same patient/case, s we &re
requesting ta get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the mquasted assistance s not graniad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essantially states that tha Hospitel will not avall any duplicate assislance for Iha same patient/case from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/pracedure advised/conductad by the Hospital on the
patiant, is based on the arrangement betwean the patient & the Hospltal, and is in no way influenced by Koshika Foundalion. Hence, the Hospital will
assums sole & complete responsibility of the ireatment & it's outcome & safety of the patient, and Koshika Foundation will have no mie of respansibilily
in the matter
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