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3) | horoby confiemn that | have not & will not in future, avad of reimbursenent, in paet or = Il from any ather source/employerfinsurance company, oy

for which this assistance is reguesiod.
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1) By affuang my signature or thumb impression on this Foem, | (Applicant) hereby agree § authorise Koshika Foundation and it’s Trustees 1o
use'publishVput-uplreproduce my name, addross, pholo & detads of the “purposa”, for which such assistance is requestedigranted, through any
medium, including but not limited 10 verbal, print, sloctronic, for solicting donations for Koshika Foundation andior disseminaling infoemation about it's
activities/achicvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fuiiment of the “purpose”
for which assistance is being requested

2) 1 {Apphcant) further agroo that any such uso of my name, address, pholo & details of the “purpose”, for which such assistance is requestadigranted,
wil not automatically enbitie me for receiving or continuing the sald assistance. The decision for granting andior conlinuing (he assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥esme g0 wUT)

By afxing hereunder, signaturs of our Autherised Signatory for racommending this case'patient for financial assstance from Koshika Fourdation, we
(Hosgital) heteby affirm & accept following:

1) 1hat we neithor are presently noe will in future avall of financlal assistance from ancther NGO or any other source, for the samo pationticase, as we are
requesting to get froen Koshiks Foundation, 10 the axtent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Koshika Foundasion, in part of in full, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundaion is ondy Snancial in rature. The choics of the treatment/procedure advised/conducted by the Hospitsl on the
pationt, is based on the arrangament betweon the patiest & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hoapital wil
assume sole & complete responsdiity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role o responsibiity
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