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2) | solemaly confiom that assistance, If recalved from Koshiks Foundation, will be Used only lor the "purpose”, s stated |n this Form, lor which such assisiance
was raquasted by me.

) | hereby confirm that | have nat & will not in future, aval of rembursement, in part of In full, from any other source/employesfinsurance company, of e amount

for which This sssistsnce is requested.
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1) By affxing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & auihorise Koshika Foundation and it's Trustess to

use/pubishipul-upimproduce my name, address, pholo & detaile of the “purposs”, for which such assistance s requested/granted, through eny

medium, Incuding but not limited to verbal, print, slectronic, for seliciting donations for Koshika Foundation and/or dissaminating information about if's

petivities/achievements. Such use of my photo & details con be mada by Koshika Foundation bafors or afler my treatmeni or fuifiiment of the “purpose”
for which assisiance Is being requestad. .

2) 1 (Applicant) lurther agroe that any such use of my name, address, pholo & detalls of the “purposs’, for which such sssisiance is requestedigraniad,
will Aol aulomatically entitle me for receiving or continuing the said assistance. The dedision for granting andlor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and acceptabie to mo.
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AGREEMENT by HOSPITAL (weems om wor)
By affixing hereundar, sgnature of our Authorised Signatory for recommending ths case/patient for financial assistance from Koshika Foundstion, we
(Hosp&al) hereby affirm & sccapt lollowng:
1) that we neithar are presently noe will in future avall of financlal assistance from another NGO or any other source, for the same patient/case, as we arn

to get bom Koshika Foundation, 1o the axtent that such assistance is granied by Koshika Foundation. i the requesiad assistance is not granted

try Koshika Foundation, in part or In full, then the Hospital reserves it's right o make up the shorthall from ancther NGO or any other source. This
confirnation essentially states that the Hospital will nel avas any duplicats sssistance for tha same patenticase from any other NGO o any ather source,
2} The assistance from Koshika Foundation is only financisl in nature. The choice of the trestment/procedure advised/conducted by the Hospital on the
patient is based on the arrsngemant batwesn the patient & the Hospital, and Is in no way influsncad by Koshika Foundation. Hence, the Hespltal will

assume sole & complete respaneibiiity of the treatment & it's outcome & snety of the patient, and Koshika Foundation will have no role or responsibifity
In the maites.
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