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Rable for rejection/canceliation.

2) L sclemnly confiem that assistance, If roceived from Koshika Foundation, will be used ooy for the “purpose”, as stated in this Form, for which such assistance

was requesioed by me.

3) I hecoby confirm Bt | havve not & will not In Ature, avall of reimburseenant, In paet o In full, Bom any other sourcesxnployeriinsurance company, of the
for which s ossistance is requested.
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AGREEMENT by APPLICANT (it £0 %)

1) By affixing my signature or thumb impression on this Form, | (Appiicant) hereby agree & authorise Koshika Foundation and if's Trusiees to
use/publishiput-uplroproduoe my name, address, pholo & detalls of the “purpose”, for which such assistance in requesiod/granted, theough any
medium, including dut not limiled 1o verbal, print, electronic, for soliciing donations for Noshika Foundation andlor dsseminating information about It's
acthvies/actiovomants. Such use of my photo & details can be made by Koshika Foundation before of after my teatment or fulfimaent of e “purpose”
for which assistance is being requested.

2) | (Applicant) further agres that any such Lte of my naend, addeass, pholo & detalls of (he “purpose”, for which such nasistance s requestodigranted,
will not automnaticaly entithe me for receiving or continging the sald assistance. The decision for granting andvor continuing the sisisiance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will ba final and acceptable to me
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AGCREEMENT by MOSPITAL (s pu wot)

By affixing herpunder, signature of owr Authorsaed Signaory for recommending this case/patient for finandial assiiance from Koshika Foundation, we
(Mospital) heceby afirm & accepl foliowing:

1) that we noither are pregsently nor will i future avad of financial assistance from another NGO or any oiher source, for I Same patentcase, 8 we are
requesting o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. I ™e requesied assistance is not granted
by Koahika Fouoaation, In part or in full, then the Hospital reserves it's rght 1o make up $e shortlall from ancther NGO or ary otwr source. This
confirnation cssantially statos that Ine Hospital will not avl any duplicate assistance for tho same pationticase from any othar NGO or any other source.
2) The assstance from Koship Foundation ks ocdy financial in nature. The choioe of the Sreaimant/procedure sdvisedicondutiod by the Hospitsl on the
patient, is based on the amangement betwoen the patient & the Hospltal, and is In no way nfluenced by Koshils Foundation Hence, the Hospital will
assume sole & complete esponsibisty of the bestment & it's outcome & salety of the patient, and Koshika Foundetion wil have 0o role or responsibiity
n the matter
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