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1) | hereby conlirm Bl 84 detads i i Form aro Tiue 1o the besl of my knowledge. Any telss statoment will rendar my Applicalion & ongong assistance, If sny,
frabia for rejectionicancedlation

2} | solomnly canfirm that assistance, |f recelved from Koahika Foundation, will be used only for tho “purpose”, as strted in this Form, for which such assislance

was requested by me

3} | havely confirm Mat | have not & will nat in fulure, avail of reimburssmant, in part or in full, from any other sourca/employerfinsurance company, of the amaunt

for which this assistance = requesiad
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AGREEMENT by APPLICANT (st=% o %)

1] By afflng my signature or thumb Impresséon on this Form, | (Apglicant) hereby agree & suthoriso Koshika Foundation and it's Trustoes 1o
usa/publishipul-ip/meproduce my name, addoess, phalo & details of the “purpese”, for which such assisiance is requesisd/granted. through any
medium, including bul not limied 1o varbal, print, slactronic, for soliciiing donations for Koshiks Foundation and/or dissaminating information about if's
nctivitlealnchigyements. Such use of my photo & details can be made by Koshika Foundation before or after my trestment of fulfiiment of the “purpose”
for which assistance & baing requesied.

2] 1 jApplicant) furthor mgrae tat sny such use of my neme. sddress, pholo & detsils of the “purpose”, fof which such assisiance s mguested/granted,
will not sutomaticalty entitle me for reneiving or confinuing the said assistance. The dedision for granting andior continuing the assistance will rest salaly
wilth {he Trustess of Koshiks Foundatlon, and thalr decksion b this regard will ba final and acceplabls 1o me.
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AGREEMENT by HOSPITAL (wesss gm woi)

By affiong undor, gignature of our Authorised Signatory for recommanding ihis case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepi following:

1) thiat we naither are pregantly nos will in flure avall of financisl sssistance from another NGO of any other source, Tor the same patisnt’case, os we oo
requesting to el from Koshiks Foundstion, o the exlent that such assistance is granied by Koshila Foundation. if the requesied assistanca is nol granted
by Koshika Foundation., in part or in full, then the Hospits! reserves it's right to make up the shortisll from ancther NGO or any other source. This
confirmation essenfially stales that the Hospial will nol avall any duplicate assistance lor the same patient/case from any other NGO o any othar sourcs
2) The assistance from Koshika Foundalion is only financial in nature. The cholce of Lhe trestment/procedure atvised/conducted by the Hospial on the
pafiant, is based on the srangemenl betwasn the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospital will
assumae sole & complete responsibility of the treatment & Vs oulcome & safety of the patient. and Koshika Foundation will have no role o responsibility
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