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1) | heraby confinm that all detalls in this Form ars True bo the best of my knowledge. Any false statemant will rander my Application & ongoing assistance, if any,
liabie for rejectionfcancatation,

2) | 'solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpote”, o8 stated in this Fom, for which such assistance

was raquested by ma,

3) I hareby confirm that | heve not & will not in fulure, aval of reimbursement, in pant orin full, from any other sourcefamployesinsurance company, of the amount
for which this assistance = reguesiad
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1) By affixing my signatire of thumb impression on this Form, | (Applicant) hereby agrea & authorise Koshika Foundalion and it's Trusiees to

use/publishipul-upireproduce my name, address, photo & detaits of the “purpose”, for which such assistance Is requestedigranted, through any

medium, ficlading but not imited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissaminating information aboul it's

activitiss/achievements, Such use of my pholo & detalis can be made by Koshika Foundation before o after my Ireatment or fulfiiment of the *purposs”
lor which assistance s being requesisd.

2} | (Applicant) further agras that eny such usa of my name, address, photo & detalls of the “purpose”, for which such assislance is requested/granted,
will nol aulomatically entite me for recelving or conlinuing the sald assisiance. The dedision for granting andfor continuing the assislance will rest solely
with the Truslees of Keshika Foundation, and their decision is this regard will bs fingl and acceptabie to me
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AGREEMENT by HOSPITAL (Ewms B0 FU7)

By affixing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) herety affirm & accept following:

1) that we nelther are presently nor will In future avail of Tinancisl assistance from another NGO or any other source, for the same palienl/case, as we ars
requesting 1o gel from Koshika Fourdstion, 1o the extent that such assistance Is granted by Koshika Foundation, If the requested assistance s rol granted
by Kashika Foundation, In part or in full, then the Hospital reserves I1's right to miake up the shortfall from angther NGO or any other source, This
confirmation essantiafly stales that the Hospltal will not avall any duplicate assistance for the sams patient/csss from any olfer NG or any olher source,
2) The asslsiance from Koshika Foundation is only financial in nature, The cholee of the treatment/procedure advised/conductad by the Hospital on tha
patient, is based on the arrsngement batween the patient & the Hospital, and is in no way Influenced by Koshlka Foundation. Hence, the Hospital will
mzsuma sole & complete responsibiilty of the treatment & i's outcome & safsty of the palient, and Koshika Foundation will have no role or responsibility
in. the maliar
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