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1) | herety contirm ihaf all cetalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongalng assislance, If any,
lisbie for refechon/cancaliation

2) | solaminly confirm fhat sssistence, T received from Koshika Foundation, will be used only for fhe “purpose”, &5 stated In this Form, for which such assistance

was requeshed by ms

3) | hereby confirm frat | have ot & will nol i ulure, avail of reimburssmant, in pant or in full, from any otter sourcalemployerinsurance company, of ihe Fmount

for which Ihis asmistance s requesied,
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AGREEMENT by APPLICANT (szs o0 +10)

1) By alfixing my sigralure o thumb impression o this Form, | (Applicant) hereby sgree & authorise Koshika Foundalion and I1's Truslees 1o
usafpublshiput-upireproduce my name, address, phale & details of the “purpose”. for which such assistance is requestadigranted. through any
madium, [naluding bul nat imited te verbal, print, lectranic, for salicifing donations for Keshika Foundation and/or disseminaling Information aboul it's
aelivitesiachievamants. Such use of my phato & detsils can be made by Koshika Foundstion bafore or after my treatment os fulfilment of the "purposa”
for which assistance is being requested

2) | (Applean furiher agres thal any such use of my name, addrese, pholo & detalls of the "purpose”, Tor which such assistance s requesiedigranied,
will not automaticatly antltte me for receiving or continuing the said sssistance The decision for granting andlor conlinuing the sssistance will rest solely
with the Trustess o Koshika Foundation; and their decision is this regard will ba final and accaplable io me
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AGREEMENT by HOSPITAL (wams mm %)

By affiung haraunder, signature of our Authorise Signatory for recommanding this casefpationt for fingncal asslsiance from Koshika Foundation, we
(Hospital) nersoy affirm & scoept following.

1) thast we neifher are presantly nor will i future avall of financial assistance from another NGC or any other source, for the same patiznticase, s we are
requesting (o get from Kostuks Foundation, o the axtant that such assistance is granied by Koghika Foundation If ihe requested assistance is nol grantad
by Koshika Foundation, in part ar in full, then the Hospital reserves i's right to maka up the shorfal from another NGO or sy olher source, This
confirmation essantially states that the Hospital will not avail any duplicate assmtance for the same patienticase from any other NGO or any other sourge.
2] The assistance fmm Koshika Foundallon s only financial in nalure, The cholce of the treatmentiprocedure advisedioonducied by the Hospilal on the
patiant, is based on the errongemeni betwean the patent & the Hospial, and s in no way influenced by Koshika Foundation. Hence. the Hospital will
assuma sols & completa responsibllity of the freatment & it's outcoms & safety of tha patient. and Koshika Foundation will have no role or responsibiiity
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