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1) | hereby confirm that i Getais in ths Form are True 1o e best of my knowledge. Any false statement wil render my Appication & ongoing assiscance. If any,
latle for rejection/cancediation

2) | solemnly confiem that essistance, ¥ recelved from Koshita Foundation, will be used only for the “purpose”, a8 stated in this Foem, foe which such essistance

was requestied by me,

3) | hereby confiem that | have not & will not in futune, avell of reimbursement, in pant or in ful, from any other sourcs'smploystinsurance company, of the
for which this assistance is requesiod
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AGREEMENT by APPLICANT (soiew 0 W)

1) By afising my sgnature of Ihumb mpression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trusises to
usalputlishput-uplreproduce miy name, address, photo & detalls of e “purpose”, for which such assistance is requestedigranted, theough any
medium, including but not limited 1o verbal, prnt, elactronic, for soliciting donations for Koshike Foundation and/or dissaminating information about it's
activies/achievements, Such use of my pholo & detals can be made by Koshika Foundation before o after my treatmaent or fulfiiment of the “purpose”
foe which assistance |s being requested

2) | (Appiicant) Rurthar agree (hat any such use of my name, address, photo & datals of the "purpose”, for which such sssistance s requostedigranted,
wil not automatically enlitie me for receiving of continuing the seid assistance. The decision for granting endior continuing the ssaistance will rest solely
wih the Trustoes of Koshika Foundation, and their decision is this regard will be final and acceptabie 10 me
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AGREEMENT by HOSPITAL (vivms g ®ut)

By affdng hacounder, signature of our Authorised Signatory for recommending this case/patient for Snancial sssistance from Koshika Foundation, we
(Mospital) hersby affirm & accapt following’

1) that we neither are presantly nor wil in futurs avall of financial sssistance from anothee NGO or any other source. for the same patient'case, as we are
requesting 1 get from Koshika Foundation, 1o the extent that such assistance is granted by Koshiks Foundasion. i the requested assistance is not granted
by Koshika Foundation, in part of in full, then the Hospital resarves X's right 1o make up the shortfall from ancther NGO or any other source, This
confirmation essentially stales that tha Hospital will not avall any dupiicate assistance %r the same patienticase from any other NGO of any other source.
2) The sssistance from Koshiks Foundation is only financial in nature. The choics of the reatmentiprocedure advissdiconductad by the Hospital on the
patient, is based on the arangament bedwesn the patient & the Hospital, and Is i no way Influenced by Koshika Foundation, Mence, the Mospital will
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