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1) | horoby confirm that ad detads & Tris Form are True 1o the best of my knowledge. Aty taise statement will render my Application & ongong assistance. f any,
Kable for

rejection/cancellaton,
2) | solemniy confirm that sssatance, f recelved from Koshika Foundation, will be used ondy for the "purpose”, &s stated n this Foem, for which such assstance
was requesiod by me
3) 1 harety confirm that | have not & will not in futire, avall of redmbursement, in part oc in full, from any other sourcelemployee/insurance company, of ihe amount
for which this assistance s requested.
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1) By affiing my signature o thamb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees 1o
Us/putishput-uprepioduce my name, Dodress, photo & detalls of the “purpose”, for which such assistance is reguesiecigranted, through acy
medium, including but not mited 1o verbal, print, electronic, for scliciting donations for Koshia Foundation andior Ssseminating information sbout it's
sctivifed/achiavements. Such use of my photo & delails can be made by Koshika Foundation before or after my trestment or fulfisnent of the "purpose”
for which sssistance is belng requesiad

2) | (Appiicant] further agroe that any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted,
will not sulomstically enitie me for receiving or continuing the sald assistance. The decuion for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, snd their decision is this regard will be fingd and acceptabis 10 me
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AGREEMENT by HOSPITAL (w=ssm 310 w1t)

By sifuing hereunder, signature of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation. we
(Hospital) horedy sffirm & accapt following:

1) Bhat we neither are prasently nor wil In future svad of financial assistance fom ancther NGO or any other source, for tha same patenticase, 59 we are
requesting o get from Koshika Foundation, 1o the extent that such assistance s granted by Koshiks Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospllal reserves it's right to make up the shortfall from another NGO or any other sowes. This
confirmation essentially states St the Mospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) The sssistance from Koshina Foundation is only financial in neture. The cheoice of the treatment/procedure advised/conductod by the Hoapital on the
pationt, is based on Mo arangerment batween the patient & the MospRal, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
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