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2} | solernnly confiom that assistance, If recelved from Koahlka Foundalion, will ba used only for the “purpose”, as stated i this Form, lof which such asslstance

wis requested by me,

3} 1 hereby conflrm that | hives not & will nol in futime, aval of mimbusemant, in part or in full, from any other scurcalemployerfinsurance company, of the

for which this sssistance is requesied. m"l
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AGREEMENT by APPLICANT (st o0 %01)

1) By effixing my signatune or thumb impression on this Form, | (Applicant) heraby agres & suthorise Koshike Foundation and Ii's Trustees io
use/publishipul-upreproduce my name, address, pholo & detalls of the “purpose”, for which such assistance ks requestedigranted, through any
medlum, Including bul nol limited o verbal, prinl, slectronic, for soliciting donstions lor Koshika Foundation andior disseminating informaition about [1's

activilies/achioverments. Such use of my pholo & delalts can be mado by Koshiks Foundation befora or aftor my troatment or fulfiment of the “purposs”™
for which assstance s belng requested.

2) | {Applicant) lurthar agree thal any such usa of my name, address, phalo & detalls of the *purpose”, for which such assistance is requesiad/granied,
will nat automatically entitle me for receiving or continuing the sald assistanca. The dedsion for granting and/or continuing the assstancs will rest sokedy
with ihe Trustees of Koshilks Foundation, and their decision is this regard will be final and acceplable to me
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AGREEMENT by HOSPITAL (wemm 0 %0T)

By affwing hereunder, signature of our Autherised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are prosently nor will in future avall of financial assistance from ancther NGO of any other source, for the same patient/case, s we nre
requesting to get from Koshika Foundation, 1o the axlent that such assistance |s granted by Koshika Foundation. If the requesiad assisiance s not granted
by Koshika Foundation, In part or in full, then the Hospital reserves I1's right lo make up the shortfall lom another NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any duplicate assistance for the same patisnt’cass from any cther NGO or any other source.
2) The assistance from Koshika Foundation s ondy financial in nature. The choice of the reatmentiprocedurs advised/conducied by the Hospital on tha
patient, is based on the arrengement betwesn the patient & the Hosp#tal, snd |8 in no way influsnced by Koshiis Foundation. Hence, the Hospital will
assume sole & complals responsibility of the treatment & Il's outcoms & safety of the patient, snd Koshike Foundation will have no role of respansibiity
in the mathes.
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