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1)lhunzcu‘mmuemhhﬁﬂtmm7mlohbudwm Any 'alse stalomant wi rander my Application & ongolng
Rable for rojoution/canceliasion,

2) 1 solernnly confirm thal sssistance, If mcsbend froon Koshika Foundation, wil be used only for e “pumose’, 8 stated In this Form, for which such

was roquesied by me.

3) | heroby confer gt | have not & will not in future, avall of relmbursement, n pant or I A, from any ofher sourcelerployarinsurance company, of the
for which this essistance s rmquested.
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AGREEMENT by APPLICANT (spht® o wor)

1) By affidng my signatus or humb impression on s Form, | (Applicant) hereby sgres & authorise Xoshika Fourdation and IU's Trustees 10
UBSDUDIENDUL-upVreproduce my name, address, photo 8 detalls of the “purpose”, for which such astistance i MGUAsad/yranied, Trough any
medium, Inchuding bl net Emited 10 verbal, pint, electronic, for sofciiing donations 10 Koshika Foundation and/or cisserminating information about K's
activitlesfachiovemants. Such use of my pholo & dotails can be msde by Koshika Founastion bafore or altar my trsatment or fulfiment of the *parpose”
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2) | (Appiicant) huthar agree that any such use of my name, address, photo & details of the “puPose”, for which such assistanc is roquestodigranted,
will rot automatically enStie me for recaiving o continuing the said sssistance. The decision for grantng andior confinuing tho assistance wil rest solely
with (he Trustees of Koshika Foundation, and (el decision is this mgart will be fnal and acceptable 1o me.
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AGREEMENT by HOSPITAL (weimw g3 wux)

By afiaing hereunder, signature of our Authastsod Signatory for recomenending this case/petient for fnancial nzsistance from Koshika Foundation, we
(Hoapaal) heredy affion & occept lollowing:

1) Bat we naithior are presently nor will In future aval of financial sssistance from snother NGO of any ¢ther scirce, Sor the same pationscase, 8s we ade
reguesting 1o get from Koshiva Foundation, 1o the extent thal such assistance is granted by Kosivka Founcaton. If the requested sssistance i aot granted
by ¥oshiks Foundation, i part or In T, then ihe Hospital resorves K's right 10 make up the shartfal! trom ansther NGO or any other source, This
cosfirmation pssentially states at the Hoapial will not aval any duplicots assistance for the sams patianticsse from any ofher NGO of any othet sOuce.
<) Tha assiatance from Koshika Foundation is only financial In natere. The choios of the restimant/procedine sdvised/conducind by the Hospitsl on the
pesent, is based on e smangement betweon the patfent & e Hospital, and s in no way Influenced by Koshiks Foundetion. Mence, the Hospial wil
assume sole & complols responsibility of he bestment & I's outcome & safety of the patiant, and Koshvis Foundation will have no iole or responsibiity
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