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2) | sclermndy cosfim that assistance, ¥ racelved from Koshika Foundation, will Ba used enly for the “purpata”, 3¢ slated in this Form, for which such assistance

was requosted by me
3) | hereby confem 2t | have not & wil not in futien, avail of reimbursement, in part oc in full, from any othor soprcefempioyerfinsurance comparny, of the amount

tar which this assistance is roquostod.
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1) By affuing my signature or thumb impression on this Form, | (Applcant) hereby agroe & suthcnso Koshika Foundation and If's Trustees o
use/publisiiput-upireproduco my name, addross, photo & detalls of the “purpase”, for which such assistance Is requesiedigraniad, hrough any
medium, inchading bt not limsted to verbal, prinl, clocironic, for soliciting donations for Koshika Foundalion andfor disseminating informaltion about It's
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2) | (Applicam) further agree that any such uso of my name, address, photo & detals of the “purpasa”, for which such assistance is requestedigranied,
wil not aulamatically ontitle me foe receiving or continuing Uhe said assistance, The decision for granting andior continuing the assistance will rest solely
wilh the Trustoes of Koshia Foundation, and their decision is (his regard will ba final and acceptadis 10 mo.
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AGREEMENT by HOSPITAL (Y¥yae DU wT1)

Sy alfixing heteurder, signature of our Autherised Signatory for recommending Ihis casaipalient for financial assistance lrom Koshika Foundation, we
{Mospital) heroby affem & accopt following:

1) hat wa noither are presently nae will In future svall of fnancial assistance kom anothor NGO or any other source, for the same patient/case, a3 we are
requesting 10 get from Koshika Foundation, 1o the extent that such assistance Is granied by Keshika Foundation. If the requestad sssistancs i nol grantad
by Kashika Foundasen, i part of i full, then the Hospital reserves It's right 1o maka up the sheetfall from ancther NGO cr sny other source, This
confemation essendally states that the Hospital will not ovail any dupiicale assisance for the same pationticase from any other NGO of any other source.

| 2) The assistance from Koshika Foundation is only financial In nature. The choice of the treatment/procedure advised'conducted by the Hoapital on the
patient, is based on o orangement batween the patient & the Hosptal, 50d is In no way influenced by Koshika Foundation. Hance, tha Hospital wil
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:nmm&m responsibiity of the treatment & It's cutcome & sadoly of Ihe patient, and Koshika Foundation will have no role of responsibility
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