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1) | hereby confiem that all detads = ihis Form are True 10 he best of my knowledge. Any false statement wil render my Appiication & ongoing assistance, If any,
kable for

2} | solemnly confirm that sssistance, ¥ received from Koshika Foundation, will be used only for the “purpose”, @ stated In this Form, for which such sssstance
Wi requested by me,

3) | harsby confem that | have not & wil not in Auture, avel of relmbursement, in part of in full, from any other source'employerinsurance company. of the amount
for which this assistance i requestec
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1) By afixing my sgnature of thumbd impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundstion and IU's Trusises 1o
usaipublishiput-uplreproduce my namae, addross, photo & detals of the “purpose’, for which such assistance is requested/granted, through sny
medium, nciuging but not imited to vorbal, peint, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

ectivitios/achisvements, Such use of my photo & details can be mace by Koshika Foundation before or afler my trestment or ASiment of the ‘purpose”
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wil not eutomatically entitle me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest sclely
with the Trustees of Koshika Foundation, and their cecision is this regard will be final and acceptable to me
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AGREEMENT by MOSPITAL (wram® 30 wUT)

By sffizing herounder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) thal we neither are prasently nor wil in Rulure svadl of financial assistance kom ancther NGO oc any other source, for the same patient/case. as we are
requesting to et from Koshika Foundation, 1o the extent that such essistance is granted by Koshiks Foundation. If the requested assistance is not granted
by Koshka Foundation, in part of in full, then the Hospital reserves it's right 1o make wp the shortfall from snother NGO or any other source. Ths
confirmation sialas Bhal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other sowrce
2] The sasistance from Koshita Foundation is only financiel in nature, The choice of the treatmentprocedure advised/conducied by the Hospital on the
patient, is basad on the arrangemant batwoen the pationt & the Mospital, and Is In no way influenced by Koshika Foundation. Hence, the Hospital will
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