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1) | hareby confirm that all details in this Form are True 1o She best of my knowledge. Any faise statoment will render my Apication & angoing assistanca, If any,
labie for rej

2) 1 solemnly confirm thet assistanca, f received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, flor which such assistance

wan requesied by me.

3) 1 harsby confem that | have not & wil not in Aature, aval of reimbursement, in pant or in full, from any other sourcelemployerfinsurance company, of the amount
for which this assistance s regquested
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1) By afxing my signature of thumb impeession on this Form, | (Applicant) hereby agree & authorise Koshika Foundaticn and it's Trustees 1o

usepublishiputupreproduce my name, address, phato & detalls of the "purpose’, for which such assistance is requestedigranted, ihrough any

maum, including but not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information adout 2's

sctvilies/achievements. Such use of my photo & details can be made by Koshia Foundation bofora or after my treatment or fulfiment of the “purpose”
for which assistance is being requested.

2} | (Apphcant) horther agree that any such use of my name, adcress, photo & detais of the “purpose”, for which such assistance is requestedigeanted,
wil not automatically entitie me for receiving or continuing the sald assistance. The decision for granting andior continuing 1he assistance wil rest solely
wilth the Trustees of Koghia Foundation, and thelr docision is this regard will be final and acceptabie 1o me.
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AGREEMENT by HOSPITAL (ywmm o= wit)
By aflung haraunder, sigrature of our Authorised Signatory for recommending this case/pstent for fmancial assistance fram Koshika Foundaton, we
(Hospital) heredy affiem & accept following:
1) thal we nether are presently nor will in future avail of financial assistance from another NGO or any other source. for the same patienticase, &3 we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundaton. If the requested assistanca i ao! granted
by Koshika Foundation, in part or in A, then the Hospital reserves i's right to make up the shortfal from ancther NGO or any other scurce, This
confrmation essentaly states that the Hospaal will not avail any duplicale assistance for the same patienlicase from aay other NGO o any ofher source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the reatmentiprocecure advised\canducted by the Hospital on the
pationt, is dased on the arrangement botween the patient & the Hospital, snd Is In no way Influenced by Koshka Foundation. Hence, the Hospite! wil

assume scie & complete responsibiity of the treatment & it's outcomo & safoly of the patient, asd Keshika Foundation wil have no ole or responsidilty
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