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1) | haroby confirm that all delsls in this Form ame True to the best of my knowledge. Ary falss stalernent will render my Application & ongolng asaistance. if any,
It for ] "

rajacnonfcanceliation.

2) | solarmnly confirm that sssistsnce. if eceived from Koshika Foundation, will be used only for the “purposs”, as stated bn this Form, lor which such asnistance
was retpuesied by me.

3) | harotry confirem that | have not & will not in future. avail of reimbursament. in part of in ful fram any other source/smployerinsurance company, of the amount
for which thes assistance & requesied
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AGREEMENT by APPLICANT ( smies g =)

1} By affwing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trusiees 1o
usa/publish/pul-upiroproduce my name, address, photo & delalis of the “purpose”, for which such assistance |s requestedigranted, through any
medium, including but not limited to verbal, print, alactronic, for soliciling donations for Keshika Foundation andior disseminaling Infarmation about it's

activites/achievements. Such use of my pholo & details cen be mace by Koshiics Foundation before or aftar my treatmaent or fulfilment of the “purpose”
for which assistance ls being requesiad.

2} | (Applicani) further agres that any such use ol my nama, sddreas, photo & datalls of the "purpose”, for which such assstance in requesiadigranted,
will ot automatically entitie me for recelving or continuing the said assistance. The decision for granting endfor confinuing the sssistance will rest solaly
wiity ihe Trusises of Koshika Foundation, and thelr declsion |8 this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (wwmm 50 Wo1)

By aMfixing hareunder, signatuns of our Authorised Signalony lor recomimending this case/patient for financial nssistance from Koshika Foundation, we
{Hospital) hershy affirm & scoept folowing:

1) that we neither are presently nor will In fulure avall of financial ssslslance fram anolher NGO of any other souros, for the same patlenticase. os we are
requesting 10 pot from Koshiks Foundation, o the extent fhat such assistance k= granted by Koshika Foundation, If the requested sssistance is not granied
by Koshikia Foundation, in part of in full, then the Hospital resarves if's right to make up the shortfall fom snother NGO o uny other souscs. This
confirmation essentially states that the Hosplial will not avall any duplicate assistance for the same patienticase from any other NGO or ny other source.
2] Tha sssistance from Koshika Foundation is only financial in nature. The chois of the ireatment/procedure advised/conducted by the Hospital on the
patiant, is basad on the arrangement between the patient & the Hospital, and is in no way infleencad by Koshika Foundafion. Hence. the Hospital will

-w-mummdnmminma safoty of the patien|, and Koshiks Foundation will hive no roly of responsitsity
I tha matter.
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