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3) | heteby confirm that | have not & will not In future, avail of reimbursemeet, in part or in full, from any other saurce/employeringurance comgany, of the amount
for which this assistance 5 requested.
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AGREEMENT by APPLICANT (sm=s gn #17)

1) By affising my signature of humb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and If's Trustess to
usn/pubiishipul-uplreproduce my name, address, photo & details of the “purpose”, for which such assivlance is requestedigranted, through any
medium, neluding bul not limited to verbal, print, slectronic, for soliciting donaions for Koshika Foundation andior dissemnating Information aboul It's
sciivities/achiavemants. Such uso of my photo & details can bo made by Kouhika Foundation before or afer my trastment or luiiment of the *purpese”
for which assistance ks being requesied.

2) | (Applicant) further agrea that nay such use of my name, address, photo & details of the *purpose”, lor which such assistance Is requested/granied,
will nol automatically entite me for recalving or confinuing the said assistance. The dacision lor granting snd/or confinuing the assistance will rest solsly
with the Trusless of Koshika Foundation, and thelr deciskon Is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wesam 30 3m)

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patlent for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we naither are presently nof will in future aval of financial sssistance from another NGO or any other source. or ihe same patiencase, as we are
requesting to get from Kesnika Foundalion, lo the exterit that such assistance is granied by Koshika Founsdstion. If the requested assistance is nal graniad
by Koshika Foundation, in part or In full, then the Hospital reserves Ifs Aght to make up the shorifall from anather NGO or any other source, This
confirmatian essentially states that fhe Hospitsl will not sveil eny duplicste essistance for the same patienticese from any other NGO or sy ofher source.
2) The msistance from Kashika Foundation s only Bnancial in nature. The cholce of the thealmenliprocedure advised/conducted by the Hospltal on the
patiant, s based on the amangement betwean the patlent & the Hospital, and is in no way influenced by Koshika Foundstion. Hence, the Hospital wil
mnmlm resporaibiiity of the trealment & it's cutoome & salaty of the patien!, and Koshika Faundation will have no rols of responsibility
n matter,
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