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11 | hereby confirm that a!l detalls In this Form are Trug to the best of my kiowledge. Any false statemant will rander my Application & angalng assistance, i any,
liable for refectionicanoaltation.

2] | solemnly confirm that assistance, if recejved from Koshiks Foundation, whl be used only for the “purpose”, a5 statad in this Fom, for which such assistence
was requestad by ma.

3} | hereby confirm that | fiave not & wall ngt in futurs, avall of reimoursemisnt, i pant or in full, from any ather sourcelemploverinsurance company, of the amount
for which this aesistance is requested.
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1) By offizing my sigraters or thumb imprassion on thie Form, | (Applicent) heraby ageee & authorlss Koshika Foundation and its Trostaos to
usalpubkshipul-upreproduce my name, eddress, phoio & detsils of the “purpesa”, Tor which such essistance is requestedigranted, through any
migdium, Including but not limited to verbal, peint, plectronie, for sollciting donaiions lor Koshlks Foundation andior disseminating [nformation sbout it's
activiteg/achiavamania. Such use of my photo & delails can be made by Koehika Foundalian befors or after my realment o fullliment of the ‘purpese”
for which sssistance i3 baing requasted.

2) I (Applicant) furthsr agres that &ry such use of my name, sddress, pholo & detalla of the “purpose”, for which such assislance |s requestedigranted,
will ot automatically enttie me for resotving or contining the said gssistance. The decision for granting andios sontinuing the sssistance will rest salaly
with he Truslaos of Koshika Foundstion, and their dacision is this regard wil be linal and accoplable o me
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AGREEMENT by HOSPITAL (%S o 5@ =70)

By affixing heraundar, signature of our Authorised Slgnatory for recommending this case/patiant for financial assistanee from Koshika Foundation, we
{Hospllal) horeby affirm & accep! following:

1) that we neither are presently nor will In futiire @veil of fnsncisl assistance from anather NGO orany otbar saurce, for the sams pn!lent.faasg. BS W are
requesting to get from Koshika Foundation, to the Sxtant that such assistance is granted by Koshike Foundation, if the requested asslstance is nal grantad
by Koshika Foundation, In part or In Tull, then the Hospital reserves 1's right lo make up the shorlfall from ancther WEO grany olher soufme. This
confirmation essentizlly states that the Hospital will not svall sny duglicats assistance for tne same patient'caza from-any olnar NGO or any olher solnce.
2) The assisiance from Hoshika Foundation is only fingncial fn nalre, The eholce of the treaimanlproceduss advised/conducied by the Hespital an tha
patlant, ks based on the arrangement between the palient & the Hospital, and ie in no way fnflusnced by Keshika Foundalion. Hencs, the Hospital will
ageuma sole & complets rasponsiblity of the treatment & W's oulcome & safety of thie patient, end Kozhika Faundation will have no rale or responsibilty
in the matter,
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