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2) | solomnly confirm that assistance, ¥ received from Koshika Foundation, will e used only for the “purpose”, 8s stated in this Form, for which
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1) Uy affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorisa Koshika Foundation and it's Trustees 1o
use/publishiput-uplreproduce my name, address, photo & detals of the “purpase”, for which such assistance is requestedigranied, through any
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will nol automascally entitie mae for receiving or conlinuing the said assistance. The decision for geanting andior continuing the assistance will rest solely
with the Trustoes of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (v 0 %TR)

By affdng hereundar, signature of cur Authodised Signatory for recommanding this case/patient for financial assistance from Koshika Foundaton, we
(Hospital) harsty affem & accept following:

1) that we neither are presently noe will in future avail of financial assistance from another NGO or any other source, for the same patient'case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, In part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confemation essentially states that the Hospizal will not avall any cuplicate assistance for the same patienticase from any other NGO or anry other source.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the troatmentiprocedure advisad/conducted by the Hospital on the
patlent, is besod on the arangoment batween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospilal will
assume sole & complote responsibiity of the treasment & it's outcome & safaty of the patient, and Koshika Foundation will have no role o responsibility
In the matter, -
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