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2) | solemnly confirm that sssistance, |1 recelved from Koshike Foundation, will be used orily for the "purpose”, as stnled In this Form, lor which such assistance

was raguested by ma.
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1) By affiaing my signafure of thumb impression on this Form. | (Apglicant) hereby agree & authorise Koshike Foundation and it's Trustess o
use/publish/put-upreproduce my name, adidees, photo & details of the "purpose”. for which such assistance is requesied/granied, through any
medium, including bul nel limited 1o verbal, print, electionic, for soliciling donations for Koshika Foundation and/or disseminating Infarmation aboul Il's
activities/achieverments. Such use of my pholo & details can be made by Koshika Foundetion bafore or after my treatment or Rulfilment of the “purposs”
fr which agsistance is baing requesied

2) | (Applicant) lurther agies that any such use of my name, address, pholo & dotalls of the “purpofie”, for which such assistance |s requestedigranted,
will not automaticaily entitle ma for raceiving or oontinuing the seid assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trustess of Koshika Foundalion, and thait dacision is this regard will be final and accepiable to me
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AGREEMENT by HOSPITAL (TVem B0 WUL)
By alfng hereunder, mgnature of our Authorised Sighatory for recommanding ihis cass/patient for financial assistance from Koshika Foundation, we
(Hospital) hemby affirm & accept following:
1) that wa neither are presenty nor will i luture svall of lnenclal sssistance from another NGO or any other saurce, for the same palisnt/case, ot wa &
requesting to get from Koshika Foundation, fo the exient that such assistance |s granted by Koshiks . If the raquesied assisiance is nol graniad
try Koshika Foundation, in part or in Tull, (Fen the Hospital resarves IU's right 1o maks up the shartfall from another NGO or any ofher source. This
confirmation esssntially staes that the Hospital will not avail any duplicate assistance for the same patienticase from any ofher NGO o any other source.
2] The assistance fram Kostika Foundatisn is only financial in naturs. The choice of the treatmentiprocedure advised conductad by the Hospital on th
pafient, is based on the amangement betwesn the patisnt & the Hospital. and is in no way influanced by Koshika Foundation. Hence, the Hespital will
avsume nole & complete responuibility of the treatenent & iU's outcoms & safaty of the patient. ahd Koshike Foundation will have no rols o responeiblity
mn the matier
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