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2} | solomnly confirm that assistonos, ¥ received from Koshika Foundation, will be used only for fhe “purpose”, as stated & this Form, lor which such assistance
Wi requested by me

3} | hereby confirn that | have not & will not in future, avail of reimbursement, in part ar in full, from any other sourcalemployetinsurance company, of the amount
for which thes assistance is requesied
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1) By affixing my signalure or thumb impression on this Form, | [Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
usefpublieh/put-up/reproduce my name, address, phofo & details of the “purpose”, for which such assistance is requestedigranted, through any
medium, including bul not Bmiled o verbal, print. electronic, for soliciting donations for Koshika Foundalion andior disseminating information sbout Il
aclivittesfachievaments, Such uss of my photo & detzils can be made by Koshiks Foundstion balore or gfter my traaiment or fulfiimant of the “purposa”
for which sssistance i being requested.
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will rot autamatically antithe me for recaiving or continuing the sald assistance. The decision for granting and/or continuing the sssistance will rest aoisly
wilh the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥wme B %)

By sffining hereunder, signalure of our Authorised Signatory for recommending Bhis case/patient lor fnancal assislance lrom Moshika Foundation, we
iHospital| hersby affirm & accopt following:

1) that wa neithar ame presently Aor Wil in future avail of Tinancial asslstance from another NGO or By other source, for e same patisntcase, &5 we ore
requesting to get from Koshika Foundation, to the axtent thal such assistance ia granted by Koshika Foundation. If the requasied assistance Is not granted
by Heshika Foundatian, in part ar |n full, ihen the Hospital reserves iU's right to make up the shortfall from anolher NGO or any olher source, This
confirmation eusantially atates thal the Hospital will nol avall any duglicate assistance for the same patiant/case from any other NGO or any othar source
2) Thay assistancs from Koshiks Foundation (s only financial in nature. The choice of the reatment/procedurs advised/conducted by the Hospits: on tha
patient, is based on the srangemant batwean the patiant & the Hospital, and is in no way influenced by Koshike Foundation. Hence, the Hospital wit
assuma sola & complate responsibility of the irsatment & If's outcoma & safety of the patient, and Koshika Foundation will hove no role of responslbiiity
i tha matter,
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