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1) | hereby confirm that &l detads in ™ Form are True 1o the best of my knowledge. Any false statement wil render my Application & ongaing assistance, # any,
Sable for rejectionicancetiation

2} | solemnly confirm that assistance. If rocelved from Koshia Foundation, will be used ondy for the “purpose”, 83 stated i this Form, for which such assistance

was requested by me,

3] | hereby confem that | have not & will not in future, aval of reimbursement, i part of in full, from any other source/empioyeinsurance company. of the amount
foe which this assistancs is requesied
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AGREEMENT by APPLICANT ( sies D0 WaT)

1) Ry affixing my sigaaiure of ihamb impression ca this Form, | (Applicant) heceby agree & suthorise Koshika Foundation and It's Trustees to
usa/publishVpul-uplreprcduce my name, address, pholo & detalls of the “purpose”. for which such sssistance is requesiedigranted, theough any
madium, including but not limited 1o vecbal, print, electronic, for soliciting donations for Koshika Foundation sndior cisseminating information about s
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will not automatically entile me for receiving or continuing the sald assistance. The decision for granting undior continuing the assistance wil rest soiely
with the Trustees of Koshika Foundation, and their decisicn is this regand will be firsi and scceplabie 10 me.
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AGREEMENT by HOSPITAL (wesmm pu w1t)

By sfficing herounder, signature of our Authoriwed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
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by Koshika FoundaSion, in pavt or in full, then the Hospital reserves it's right to make up the shortfall from ancther NGO or sny other source. This
confirmation essontially states Mat he Hospital wil not avail any duplicate assistance for the same pationt/case from any other NGO or any other source.
2) The sssistance from Koshika Foundation & only financial in nalure. The choice of the treatmentiprocedure advisediconducted by the Hospital o the
patiant, i3 basad on the arrangemant betwoen the patient & the Hospitai, and is in no way influenced by Koshika Foundation. Hence, Ihe Hospital will
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