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1} Uhereby confirm that all delafs in this Form are Troe @ he bast of my knowlodge. Any falss slatament will render my Applicatlon & ongoing assistance, If any,
iable for rejection/cancallation,

2) | salemnly confirm that assistance, |f received from Koshiks Foundation, will be used only for the "purpose”, a5 stated In this Form, for which such agsistance

was roguesiod by ma.

) | hereby confirm that | have not & will not In future, avall of reimburssmant, in pad or in full, from any oiher sowcefemployerinaurance company, of the amount

for which this assistance s requestsd,
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AGREEMENT by APPLICANT (smes g i)

1) By affixing my sigrature or thumb impression en ks Farm, | (Applicant) hereby ogree & authorise Koshika Foundalion and it's Trustees to
usalpublishipul-epireproduce my name, address, photo & detalls of the “purpose”, for which such asglstance s raquested/granted, through any
medium, Including bul not limited to verbal, print, electronis, for <olicifing donations for Koshika Foundation and/ar dissaminating Infermation sbout it's
stiivitiesfachipvemanls. Such use of my pholo & deteils csn be mads by Koshiks Foundation bafors or after my reatment or fulfiimant of the ‘purposs”
for which assisiance is haing requested.

2) | [Applicant) further agree that any such use of my name, address, photo & detslls of the "purpose”, for which such assistance is requestadigranted,
will net attomstically entitle me for receiving or continising the said assstance. Tha decislon for granting andior continuing the assistance will rest solaly
witlh the Trustees of Koshlka Foundation, and their deslsion is this regard will be final and acceptable to me.
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By affixing hereunder, signaturs of our Authorlsed Signalory for recommending this case/patient for financial assistianoe from Koshika Foundation, we
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raquesting to gel from Koshika Foundation, to the extent that stch assistanca tz granted by Keshiks Foundation, If the reguested assisianca is not granted
by Koshika Foundation, In part or In full, then the Hospital reserves s right lo make up the shartfall from snothar NGO or sny other source, This
confirmation essentially states that the Hospital will not svail any duplicste assistance for the same patisnticazs from any olhar NGO or any other source.
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patiant, is based on the amangement batwean tha patient & the Hoapital, 2nd iz in no way influanced by Koshika Foundation, Hence, the Hospital will

assume soie & complete responsibilly of the treatment & I's oulcoms & safety of the patienl, and Koshika Foundation will have no rale ar responsibility
in the matier,
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