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1) | hereby confirm that afl detsils in this Form are True 1o Ihe best of my knowlodge. Any false stalament will rendier my Application & ongolng sssistance, if any,

table for rejecson/cancedaton.
2) | solermndy confiem that assistance, ¥ recetved from Koshika Foundation, wil be used only for the “purposae”, 53 stated in Dis Form, ko which such assistance

was requested by me
3) | hareby confirrn hat 1 have not & w3 not in Asture, avil of reémbursement, In pant o in &4, from any other soursademployarfinsurance company, of the

for which this assistance s requested.
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1) By affidng mvy sipnatuee of thumb impression on s Form, | (Appicant) heroby agree & suthore Koshiks Foundation and If's Trustees 1o
use/publshiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance i3 requessod/granied, trough any
medam, inciuding but not kmited 10 verbal, panl, electronic, for solciling donatons for Koshika Foundation ancdlor dissaminaling information about it's
acthvibes/achievements. Such use of my photo & detals can be made by Koshika Foundalion before o atler my freatment o fulfiiment of the “purpose”

for which asustance is being requested.
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AGREEMENT by HOSPITAL (¥ D0 wOT)

By alixing hereunder, signature of our Authorised Signatory for recommending this casa/pationt for financial assistance from Koshika Foundation. we

(Hospital) hereby affim & accept following:
1) that we neither are presently nor will In future avall of financial assistance from another NGO or any olher source, for the samo petertcase, s we are

fequesting 10 Get from Koshius Foundation. 10 the extent INat such ssaistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospitel reserves It's right 1o make up the shortlall from anothar NGO or any other source, This
confiemation essentialty states that the Hospital will not avad sey duplicals assistance for the same patient/case from any other NGO or any other source.
2) The sssistance from Koshika Foundation is celly financisl In nature. The choice of the treatment/procedure sdvised/conductad by the Hospital on the
patient, is based on the arangement betwoen tha patient & the Hospital, snd s In no way influenced by Koshika Foundation. Hance, the Hospital will
m" sole & complele responsibility of the treatment & it's outcome & salety of ihe patient, and Koshika Foundation will have no role or responsibility

in the matter,
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