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1] | herety canfirm Hal all dotads in this Form are True io the best of ) false statement will rendos i assistance, i
vy e my knowledge, Ay w my Application & angolng arvy

2} | sotermnly confitm that assistance, f recerved from Koshiu Foundation, will be used only for the “purpose”, as stated in this Farm, for which such assistance
was requesied by me

3 | herebry comfirm thal | have not & will not in luture. avail of meimbursament, in part o i full, from any ather sourcelomployerinsurance company, of the amount
faor which fhiy assistance is requested
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1) By altinng my signature or Mumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trusioos 1o
use/publishiput-upieproduce my name, address. photo & detals of the “purpose”, for which such assisiance is requesiedigranied, through any

misdiurmn, inciuding but not imited to verbal, print, slectronic, for soliciling donations for Koshika Foundalion anid/or disseminating information about its
acivities/achisvements. Such use of my photo & details can be made by Koshika Foundation before or afier my trestment or fulfiiment of the “purpose”
for which sssisiance s being requesisd,

2} | (Applicant) further agros that any such use af my name, address, photo & detalls of the “purpose”, for which such assistance is regusstadigranied,
will mal sutomatically entitle me for receiving or continuing the said assistance. The declsion for granting and/or continuing the assistance will resi sokely
with the Trustees ol Kosteka Foundation, and their decision |s this regard will be finsl and acceptable o me
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AGREEMENT by HOSPITAL (wsme g %)

By affixing horeunder. signatune of our Autharisad Signatory lor recommending this casefpatient for financial assistance from Keshika Foundation, we
(Hospital) hereby afiom & accept following

1) that we naifher wre presantly nor will in future avell of Bnancial assisiance from another NGO or any other source, for the same patientcase, as we amn
requesting (o get from Koshika Foundation, to the exign! that such assistance is granted by Koshiks Foundation, |f the requested assistance is nol granied
by Koshika Foundation, in part ar In full, then the Hospital reserves if's right 1o make up the shortiall from anciher NGO or any other source, This
confirmation essentally states thal the Hospltal will nol avall any duplicete assistance for the same patlenticase from any other NGO or any othar source
2) Tha assistance from Koshika Foundation is only financial In nature. The choice of the tnetment/proceduse advised/conducted by the Hospital on ma
patient, is based on the srrangement between the patient 4 the Hospital, and s in no way influenced by Koshika Foundation Hance., the Houpital will
assume sole & compiste responsibiity of the treatment & s cutcome & safety of the patient, snd Koshika Foundation will have no mie or responsibility
n the matisr
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