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2) | solemaly confitm that assistance, If recalved from Koshika Foundation, will be used oy lor the "purposs”, as stated In this Fom, for which such assistance
wat requasied by me.

3) | hateby corfiem that | have not & will not in fture, arvad of relmburserment, in par of in kll, from any ofher sourcalemployer/insurance company, of the amount
for which this assistance & requesied. b i
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AGREEMENT by APPLICANT ( s g #1)

1) By affwing my signature or thumb impression on tis Form, ltnm}mmummmnmnurmu
usepublish/pul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
medium, incluging but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating lnformation about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation bofore or aftor my treatment or fulfiimant of the “purposs”
for which aasistance is baing requesied.

2) | (Applicant} furtae agrea thal any such use of my name, sddreas, photo & datails of the *purposs”, for which such asslsiance b roquasiedigranind,
will not automatically entie me for receiving or continuing the said assistance The decision for granting andior continuing the assistance will rast salsly
with the Trusiees of Kosivka Foundation, and thalr declshon |s this regard will be final and scoeptable 1o me
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
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By afficing hereundar, signature of our Authorised Signalory lor recommanding this casa/ppiient for financial assistancs from Koshikn Foundalion, we
{Hospital) hereby affirm & accept folkowing:

1) that we nollher sre presantly nor will in future avall of financlal assistance from anolher NGO of any other source, for the ssme patient/'case, &5 we are
requesting 1o gel from Koshlka Foundation, 1o the extent thal such sssistance (s granted by Koshika Foundabon. If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Haspital reserves I{'s right to maks up the shortiall from ancther NGO or any olher sourca. This
confirmation essantially states that the Hospital will not avall any duplicats assistance for the same patient/case from any other NGO or any other sourcs,
2) Tha assistance from Koshika Foundation i only financial in nalute, Tha choice of the teatmentprocedure advisad/conductad by the Hospilal on the
patian, Iy bassd on the armangement betwean the pallent & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospltal will
assume solo & compiste responsibiity of the trestmant & it's outcoma B salely of the patient, and Koshiks Feundation will have ne role of responsibility
in the matter
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