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1) | heraty confirm that &l delsls in his Form @e True fo the bast of my knowledon. Any false statament will render my Application & ongoéng sssistance, i amy,
|table for rejecfon/cancellation,

2] beolamnly confirm that assistance, if recesved fram Koshika Foundation, will be used only for the "purpose”, as stated In this Form, for which soch assistance

was reguested by me

3) | hereby confirm that | nave not & will not in future, avall of reimburasment, in pan or in full, frem any ofher sodrcsfempioyeninaurance compeny, of the amount

for which this assistance s requested
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AGREEMENT by APPLICANT {smis gm =77)

I} By affixing my signaturs s thumib im-pfﬁ'iiﬂﬁ an this Form, | (Applicant) hereby sgree & aulnorse Koshika Foundation and if's Trustess to
usadpublshipul-upireproduce my nemie, address, pholo & deigils ol the “purpose’, for which nuch sssstence m requestedigranted, thraugh any
medium, including but nat imiled 1o verbal, print, elecironle, far galiclling dondiions for Koshiks Foundation andior disseminating information about i©'s
activities!achisvemants. Such use of my phota & defalls can' be made by Keshika Foiundafion before or after my freatment or fuifliment of the "purpose”
far which assislance b= baing requested,

2) | {Applicant] hurther agras thet any such use of my name, addrass, photo & detalls of the "purposs”, for which gich assistance ie raquesiadigraniad,
will not sutomatically entitle me for recelving or continuing the said assstance. The decislon for granting endior gontinuing the assistance will rest solely
wilh the Truslees of Koshika Foundation, and thelr decision is this regard will be final snd avcepiable to me
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AGREEMENT by HOSPITAL (yams g %77)

By affixing hersunder, sknature of our Aylhorised Signatory for recommending this case/patiant for financial assistanca from Koshika Foundation, we
(Haspital) hersby affirm & accept following

1] that we naiinar ara presenty noe will in flutire svail of linancial Assistance from anciher NGO or any other sgurce, for the same patient/cases, as we are
requesting 1o get from Koghike Foundation, to the exlent thal such assistance is granted by Koshika Foundalion. T the requested assistance is not granted
by Koshiks Foundation, in part orinfull, then the Hospital resarves il's right 1o make up the shortfall from anothes NGO orany other sourgs. This
confirmation essentially stales fhat the Haspltal il not svall any duplicale assistanee lar (he same psilenticase from any olher NGO or any other source.
2] The asslslancs from Koshikz Foundalion i& only financial in nature. The choice of the Teatment/procedure advisad/conducied by he Haspital on he
patlant, is bazed on the anangement betwesn the patient & the Hasplhal, and 1 in no way Influsnced by Koshika Foundalion, Hence, the Hospital will
aesume so0lo & compiole responsibiity of the treatment & it's outcome & safety of the patiant, and Koshika Foundation will have no role o responstbiity
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