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3) | herebry confiem that | have not & will not in future, avall of reimbursement, in part of in full, from any other source/smploysrfinsurance company, of the amount
Tar which this assistance 5 requested .
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11 By affising my signature or (humb impression on this Form, | {Applicant] hereby agroe & authorise Koshika Foundation and if's Trusiees o
use/publish/put-upiregroduce my name, address, photo & details of the “purpose”, for which such assistance is roquestedigranted, through any
medium, inchuding but not limited Lo verbal, print, electronic, for soliciing donations. for Koshika Foundation and/or disseminating Information about It's
avtvitiowachievements. Such uso of my photo & details con be mada by Koshiks Foundation before or afer my irestmaent of fulfilmant of the “purposs”
for which assistance is being requested.

2) 1 (Applicant) hurther agres thal any such use of my name, sddross, photo & Satalls of the *purpose’, for which such assistance |s requostadigranied,
will rol sutomaticaily entitie me for receiving o continuing the said assistance. The decision for granting andior comtinuing the sssistance will rest salsly
with the Trustees of Koshika Foundation, and thalr declsion ls this regard will be final nnd acoeptable 1o me.
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AGREEMENT by HOSPITAL (yvms gm wun)

By affixing heteunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept

1] that we nelhar ane presantly nor will in futre avad of financial assistance Irom another NGO of any other source, for the same pationtcase, as we ale
reguasting 1o gel from Koshiks Foundation, to the exdent that such assistance s granted by Koshila Foundation, If the requestad sssistance is not gramisd
by Konhika Foundation, i par o in full, then the Hospltal reserves s right 1o make up the shortfall from anoiher NGO o any other source, This
confirmation essentislly states thal the Hospital will not avall any duplicste ussistance for the sams patisnticase from any other NGO or any olher source
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the imatment/procedure advised/oonducied by the Hospital on the
patient, s based on the amangement betwesn the patient & the Hospllal, and i in no way influenced by Koahds Foundation. Hence, the Hoapital will
assuma solo & compleles respongibility of ihe treatment & s outcome & safety of the patent, and Koshika Foundation will have no rmie of responsibiity
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