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2) | solemnily confirm that assistance, If received from Koshika Foundation, will be used onfy for the "purpose”. as stated in this Form, for which such assistance

was requesiod by me.
3) | haraty confirm that | have not & will nol In future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount|
for which this assistance is requesied.

uﬁﬁm“{ﬂrnmﬂw&?whﬂﬂmﬂimmﬁﬂﬂtlﬁﬂmwmmmmii#ﬁmﬂmﬁ:mﬂtﬂ
2) g = e A0 “wiew www”, ¥ @ @ o, sww awim I v W fi % e few wdw, i mowsm A o
3) % yfe wom & fom wevom ¥ v b o1 o §, w0 o w sfew W e T Tl s s flaeaim we @ 5 @ e § sk 3 @ ofee F dm

—_ AGREEMENT by APPLICANT (sres gin wa) _ |

1) Bu affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to
use sublish sut-up/repireduce my name, address, pholo & delails of the "purpoasae’, for which such assislance is requesiad/granted, through any

muium, inclding but net limited to verbal, prinl, electronic, for seliciting donations for Koshika Foundation andior disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”
for whith assistance s baing requestad,
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will nol automatically entithe me for recetving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely |,
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceptable lo me,
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patiant for fingncial assistance from Koshika Foundation, we

{Hospital) hereby affirm & accep! following:

1) that we neilher are presently nor will in future avall of financial assistance from anolher NGO or any other source, for the same patienl/case, as we ane
to ge! from Koshika Foundation, to the extent that such assistance Is granted by Koshika Foundation. If the requested assistance is not granied

by Koshika Foundalion, in part or In full, then the Hospital reserves Il's right to make up the shortfall from anather NGO or any other source. This

confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nalure, The cholce of the treaiment/procedure advissd/conducted by the Hospital on the

patienl, Is based on the arrangament belwaen the patient & the Hospilal, and is in no way influancad by Koshika Foundation, Hancs, ths Hospital will

assuma sole & complete responsibility of the treatment & t's outcome & safsty of the patient, end Koshika Foundation will have no role or responsibility

in {ne malter.
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