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2) | sclemndy confirm that assistance, If raceived from Koshila Foundation, will be used only for the “purpase”, as stated in this Form, for which such assistance

was reguesied by me.

3) 1 nerety confiom that | have not & will not In futute, avad of reimbursement, in part or i A, from any other source/employerfinsurance company, of the amount
for which this ssastance Is requssied.
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AGREEMENT by APPLICANT (amiow &l w30)

1) By affdng my signature of thumb imgression on tis Form, | (Applicant) hereby agree & authonse Koshika Foundalion and i's Trustees Lo

use/pubishipul-upiraproduce my name. addrass, pholo & details of the "purpose”, for which such assistance is requestedigranted, through any

medium, incuding but not Emited 1o verdal, peint, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about if's

activities/ochieverments. Such use of my photo & details can bs made by Koshika Foundation before or aftoe my treatment or fulfiment of the “purpose”

for which assistance ia being roquested

2) 1 {Agpicant) further agroo that say such use of my name, address, pholo & detalls of the “purpase”, for which such assistance is requestedigrantad,

wil nol actomatically entitie ma for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely

with ihe Trusleos of Koshia Foundation, and their dacision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (yeamm o0 w00

By afixing hereunder, signature of our Authorised Signatary for recommending this caselpationt for financial assistance from Koshika Foundation, we
(Hosptal) harety atfirm & accapt following:

1) st we nether are presently nor will in futurs aveil of inancial assistance from ancther NGO or any other source, %or the same patient'case, as we are
feguesting lo ge! from Koshika Foundation, 10 the extent that such assistance ks granted by Koshika Foundation. i the requested assistance is nol granted
by Koshika Foundation, n past of in full, then the Hospital resacvas it's right to make up the shortfall from another NGO or any other solroe. This
confirmution essentialy states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any other source
2) Tha assstance from Koshia Foundation = only financial in nature, The cheice of the ireatmentiprocedure advisediconductied by he Hospital on the
patent, is besed on tha arangamant batweon the patient & the Hospital, anc is In no way influenced by Koshika Foundation, Hance, the Hospital will
azsume scie & compiuts responsibiity of the treatment & its culcome & safety of the patent, and Kashia Foundation will have no role of responsibility
in the matter
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