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1] | hereby confirm that all details n this Form are True 1o the best of my knowledge. Any false statemant will render jcation & ongoing assistance, if any,
fiable for rejection/cancellation, ki * N

2] | solemnly confirm that assistance. if received from Koshika Foundation, will be used only for the “purposa”, me stated in this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in part o in T, fram any other sourcelemployerfinsurance company, of the amount
for which this assistance is requestad
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AGREEMENT by APPLICANT (s 10 %117)

1) By affiing my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundallon and it's Trustees 1o
use/publishipul-uplreproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor dissaminating information aboul It's

acliviliesfachipvements, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purposs”®
far which assislancs is baing requesied.

2} | (Applicant) further agrea that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance s requestadigranted,
will not automatically entitle me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundallon, and thelr decision is this regard will be final and scceptabile to me,

1) 7 W W S e W S W u s d () sl oty 9 yfie s o o Cwifen wide o wee s " w wfi wom f fE o am,
o, w ai W fem gm e o wii b, i ue s, o, wew et st @ ) ffded sty aueterd & fd el o s e

A wi W fiag s &1 9 vy W fere 3 e w o w o S et § B i v W sl s 4

2} 8 (swew) o A e {0 0w, T, s e S T owm ¥ axked @ ol & g v anem W v w9 s v e

Yot v TR St W T wm A aramn g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
Ty R W S W

p-self

AGREEMENT by HOSPITAL (¥=9ma & %a1)

By afflxing hereunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Hospltal) hereby affirm & accept fallowing:

1) that we nelther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same palienticase, s we.are
requesting o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part of In full, then the Hospital reserves it'a right to make up the shorttall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicals asststance for the same patlent/case from any other NGO or any othar source
2) The assistance from Koeshika Foundation is only financial In nature. The choice of the treatmenb/procedure advised/conducted by the Hospital on the
patient, s based on the artangement betwesn tha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's oulcome & safety of the patient, end Koshiks Foundation will have na role of responsibility
in the matier.
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