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2) 1 solemndy confim et assistance. f receved from Kosivkas Foundation. will be used only for ?he “purpose’, as stated in S Form, for which such assistance

was requesiod by me.
3) § hereby confem that | have not & will not in futisre, avail of reimbursament, In pan of in full, from any other sourcelompioyerfnsirance company, of ihe amount

for which this assistance is requested.
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1) By aflixing my sigrature or thumbd impeession on this Form, | (Applicant) hereby agree & authonse Koshiis Foundation and I's Trusiees to
use/publistvput-upireproduce My nama, address, pholo & dotails of the “purpose”, for which such assistance is requestedigranted, Bvoogh any
medium, incloding bt not lmited 1o verbal, print, eloctronic, for soliciing donations for Koshiks Foundation andior disseminating information about il's
activitles/achievoments. Such use of my pholn & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”

for which assistance Is being requested,

2) 1 (Apghicant) burther agree that sny such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigrantod,
wi not automabically entile me for recelving or continuing the sald assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Keshika Foundation, and iheir decision Is this regard will be final and acceptable 1o me,
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By afixing hereunder, signaturo of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) heredy affiemn & accopt following:
1) that we neither are presently nor will in fulure avad of financlal assistance from another NGO or any other source, for the same patienticase, s we are

requesting to got from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation, If the requesiod assistance is not granted
by Koshika Feundation, in part o i full, then the Hospital reserves It's dight to maks up the shortfall from another NGO or any other source. This
confirmation essentially states thal tho Hospital will not evail any duplicale assistance for the same patient/case from any other NGO or anry other source.
2) The assistance from Koshikn Foundation is only financial in nature. The choice of the treatmentipeocedure advisadioonducted by the Hospital on the
pateat, is based on the amangement between (he patient & the Hospital, and Is In no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & complele responsibility of the reatment & It's outcome & sadety of the patient, and Koshika Foundation will have no roie or responsibillity
in the matler.
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