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11mmm‘d&ﬂhﬂ'ﬂl%ﬂ1mbh besl of my knowledge. Any lalse stalement will render my Application & ongoing assistance, i any,
@ fior regection/cancellation,

211 solemnly confirm that sssistance, Hm&mﬂmhfwndlﬂm will be used only for the “purpose”, as sinted in his Form, lor which such sssistance
was requesied by me

3} vty confiem thal | havie nal B will not In future, avall of relmburement, in part of in full, fram sny other source/amployerineurance company, of the amount
for which this assistance = reguesied

1) 4 wiem wow of B ymowen o fot md st e S0 sl 8 s w0 ud w o wh fewrs wo e sy o e § o G e free s w el )
2) %t gm W e i *wifee s, @ w nft 8, v g il owte o ol o fied S s, o g o F e oo 3
3) 4 gfe wom f s fom swre i o e W nf &, 7w o W wlee w we e fed s sinfeieedm sk @ o fee € o 3 F ofesr F o

AGREEMENT by APPLICANT ( suiee g wu1)

1) By affxing my signalure or thumb impression on this Form, | {Applicent) hereby agree & suthorise Koshiks Foundation and iU's Trusices 1o
use/publish/pul-upireproduce my name, address, photo & detsils of the “purpose”, for which such asslstance is requested/granted, through any
miedium, inclisding bul not limited o verbal, prinl, slactronic, lor scdeiting donations for Koshika Foundation and/or dissaminating information about it's
activities‘achievamaents. Such use of my photo & details can be made by Koshika Foundation bafore or afler my ireatmeni or fulfiiment of the *purpase”
for which assistance |s being requestod.

2} | {Applicant) further agree thal any such use of my name, address, photo & dotalls of the “purpose”, for which such assisiance is requosted/graniod,
will nol automatically enfitie me for receiving or continuing ihe said assistance. The decision for granting andfor continuing the pssistance will rest splely
with the Trustees of Koshika Foundation, and thelr decisian le thin regard will ba final and acceptable o ma
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AGREEMENT by HOSPITAL (wsamm g Wi )

By affixng hereinder, signaturs of our Authonsed Sighatory for recommanding this case/patien| for financinl assistance from Koshika Foundalion, we
{Hosplia!) hereby sfinm & accept followng:

1) hinl wa nalthar are prasently nod will in future avall of financlsl asslstance from ancther NGO of ary othef soufen, fof (he same palienl/cass, Ba we are
requesting 1o gal from Koghika Foundabon, to the axient that such assistaonce is granted by Koshiks Foundation. if the requesied sosistance is not granted
by Koshika Foundation. in per of in full, then the Hospital reserves il's ighl lo make up the ahortiall from anothe: NGO or any otfer source. This
confirmation essentialy stales thet e Hospiial will not avall any duplicete assistance for the same patient/icase from any othar NGO or any ather sowrce.
2) The ssslstence fom Moshika Foundation ls only financial In natura. Thi chalos of the restmentiprocedure advised/conducied by the Hospilad on the
patient, is basad on the arrangemant betwean the patlent & the Hospital, and is in no way influpnced by Koshika Foundation. Henca, e Hospital will
assume sole & complels responuibility of the treatmant & 'y oulcome & safely of the patient, and Koshika Foundation will have no role of responsibility
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