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1)1 hereby confirm that all detailsin this Form are True (9 the best of my knowledge. Any false staterment will rendar my Application & ongoing assistance, if any,
hiable for rejecton/tanceilation.

2) t golemndy confirm that asslstance, i recaived from Koshika Founedation, will be used only for the *purposs”, 85 stated in this Form, Tor which such assistance
was requasted by me,

3} | hisraby confirm that | have not & wil rot in fturs, avall ol reimbursement, in part or in full, fromeany other sourcsfemplovesinsurance company, of the amount
for which this assistance is réquested
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1} By affixing my signaturs or thumb impression on this Form, | (Applicand) hiereby agree & authdrse Koshika Foundation and I1's Trustées to
useipublishiput-upireproduce my name. addrass, photo & details of the "purpose’, for which such assistance Is requestedigranted, through any
medium, including bul nat limiled 1o verbal, print, electronic, for soliciting donations for Kashike Foundation andfor dissaminating information about it's
aclivitiesfachievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmen! o fulfiiment of the “purpose”
for which assistanoe is baing requestad,

2} | {Applicant) further agrea thal any such bae of my nameo, address, pholo & details of the “purpose”, for which such assistance s requestadigranted,
will nod autormatically antilie me for recaiving o continuing the said assistance, The dectsion for granting and/or continuing the assistance will rast solely
with the Trusteas of Koshika Foundallon, and thalr decision is this regard will ba inal and acoeptabia 19 ma.
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AGREEMENT by HOSPITAL (wwwmm g0 %)
By affixing hereunder, sigrature of our Authorised Signaioey for recommending this case/palient for financial aasistance from Koshika Foundation, we
(Hospltal) heraby affirm & accopt fallowlng:
1} that we neither are presently nor will-in futire avail of financial sesistance from another NGO or any other source, Tor Ihe sama petiesnt/case, as wa ars
requesting to gel from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation, If the requested essistance (s not granted
by Koshika Foundation, in part or In full, then the Hospial reserves s right 1o maki up the shortfall from another NGO or any olher source. This
confirmation essentially statas that the Hospltal will not avell any duplicste assistance for the same palient/case from any other NGO or any other source.
Z) The assistance from Koshika Foundation is only inanckal In nature. The chaice of the treatment/procedums advised/conductad by the Hospllal on the
patiant, is based on the arreogement betwesn thie patient & the Hospital, and is In no way Influénced by Koshiks Foundation. Henca, the Hospital will

assume sole & complete responstbility of the treatmant & I's outcome & =afety of the patient., and Koshika Foundation will have no role or responsibiiity
I tha: matter,
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