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2} | solemnly confirm that assistance, i recelvied frim Keshika Foundation, will b= used only for tho "purpoas”, as statad in this Form, for which such assistance
WaS requ by mae,

a mm:ﬂ that | have sot & will not in future, avall of relmbunsamant, in pant o in full, from any other sourcefemployerfingurance compary, of the amount
far which this assistance s requested
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AGREEMENT by APPLICANT {suma g Wit}

1) By affiing my signiture or thumb imgression on this Form. | (Applicant) hereby agree & sulhorise Koshila Foundation and its Trustees 1o
use/publishiput-up/repradice my hame, sddress, pholo & details of the “purpesa’, for which such assistance Is requesiod/grantid, through any
medium, Including but not limited to vertsl, prnt, slectranic, for sollelling donations lor Koshlka Foundation andlor disseminating information about It's
aciivillestachisvements. Such Uss of my photo & Setalls can be made by Kashika Foundation before or after my treatment or fulfiiment of the "purposa’
for which assistance (s baing reguesiad.

2} | (Applicant) lurthar agrae that any such use of my nema, address, photo & details of the *purpose”, for which such assistance ks requestedigrarnted,
will Aot sutomatically entitle me for recaiving or confinuing the sald assistance. The decision for granting andlor continulng the assistance will resl solaly
with tha Trustess of Koshika Foundation, snd thalr dacision is this regard will be final and accepiable 1o me.
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AGREEMENT by HOSPITAL (¥=== 1/ i)

By affiaing hemeunder, sigrature of our Authorised Signatory lor recommanding this casafpatant for financial assistance from Koshika Foundation, we
(Hospital) hersty affirm & sccept following:

1) that we nelther are pressnily nor will in future avall of financial assistance from snother NGO or any other source, for the same patisnt/case, 83 we are
requesting to gat from Koshika Foundation, to the extent that such assistance i granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part of in full, than the Hospital reserves |t's right to make up the shorifall from another NGO or any othar scurce. This
confirmation esssntisty ststes that the Hosplta! will not avail any duplicate assistance for the same patient/case trom any olher NGO or any other source.
2) The assistance from Koshika Foundation is only financial in naturs, The choice of the trealmentipmcedure advised/tonductod by the Hospital on the
patisnt, Is based on the armangement betwean the patient & tha Hespial, and s in no way influenced by Koshika Foundation. Hence, ine Hospital will
assume sole & complete responaibiiity of the treatmant & its oulcoms & salety of the patlent, and Koghika Foundation will have no role or respongibitity
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