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2) 1 solemnnly confirm that asssstance, if recesved from Koshika Foungason, will be used only for the “purpose”, as stated in this Foom, for which such sssstance

was requesiod by me.
3) 1 heroby confirm that | have not & will not in future, aval of reimbursemant, in part o In R, from any other sourca/employeriinsurnce company, of the amount

for which s assistance is requested.
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1) By affixing my sigrature or Bhumd improssion on this Form, | (Agpicant) heroby agree & suthorise Koshiks Foundaion and i's Trustees 1o

uselpublishiput-upireproduce my name, address, photo & detalis of the “purpose”, for which such assistance is requestodigranied, through asry

maedium, Including but not imitad 1o verbal, prnl, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about ¥'s

actvities/achiovements. Such use of my pholo & datalls can be made by Koshika Foundation before or afler my treatment or ftfiment of the "purpose”

for which assistance i beirg requested.

2) | {Applicant) further ogroo Tt smy such use of my name, address, pholo & detals of the “purpose’, for which such assistance Is requestedigranied,
wil not sutomatically entitie me for receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Teustees of Koshika Foundation, and their docition is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (v U SW)

By aflixing hereunder, signature of our Authorised Signatory for recommending this casaipatient for financial assistance from Koshika Foundation, we

(Hospital) hereby afinm & accopt following:
1) that wo neither are presently nor will in future avail of fnancial sssistance from another NGO or any other source, for the same patienl/case, 35 we are

requesting (0 get from Koshika Foundation, to the extent that such assistance is granied by Xoshika Foundation. i the requested assistance is not granied
by Koshika Foundation, in part of in S, then the Hospital reservos X's right 10 maks up the shortfall from another NGO or any other sowrce. This
confirmation essentially stales that the Hospltal wil not avall any duplicale sssistance for the same patient/case from any other NGO or any other source.
2) The sssistance fram Koshika Foundation is only fnancial in nature. The choice of the trestmentprocedure advised/conductad by the Hospital on the
patient, is based on the amangement betwoen the patient & the Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume solo & complele responsibility of the teatment 8 It's oulcome & salely of the petient, and Koshika Foundaion will have no role or responsibilty

n the matier.
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