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2) 1 solomaly confem that assistance, If recerved from Koshika Foundation, will be used only for ihe “purposs”, as stated in this Form, for which such sssistance

was requesiod by me.
3) | heraby confem that | have not & will not in future, avid of remburssment, in pan of in 1ul, from any other sourcelemplioyer/nsurance comparny, of the amount

for which this assistance is requesied
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1) By afixing my sigrature of thumb impression on this Form, | (Applicant) heredy agree & authorise Koshika Foundation 8nd I's Trustees 1o
use/publishiput-uplreprodiucs my name, address, pholo & details of the “purpose”, for which such assistance is requested/granied, through any
medium, Inchuding but nat fmitad 1o verbal, print, slectromic, for solicling donations for Koshika Foundation andlor disseminating information about i's
acivities/achiovements. Such use of my photo & detalis can be made by Koshixa Foundation before or sfier my Weatment or flfiiment of B “purpose”

for which assistance is being requestod.

2) 1 (Applicant) further agroe thal any such use of my name, addross, pholo & details of the “purposs”, for which such assistance is roquestedigrantad,
will nol automaticaly endiie me for receiving or contnuing the sald assistance. The dedision for granting andior continuing the assistance wil rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by MOSPITAL (v &0 w00)

By afling herounder. signature of our Authorised Signatory for recominending this casa/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby aifern & accept following:
1) thst we nedher are presontly nor will in fubure avall of financial assistance from ancthar NGO or any ofher source, for the same patient/case, 25 we are

requesting 1o get from Koshika Foundason, to the exient that such assistance is granted by Koshis Foundation. i the requested assistance is not granted
by Koshika Foundation, in pant of in full, then the Hospital reserves Its right 1o maka up the shortfall from another NGO or any other sowrce. This
confirmation essentially states that the Hospizal will not svall any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation Is only financial In neture. The chokce of the trestment/procedurs sdvised/conducted by the Hospital an the
pation!, is based on e amangemant batwean the pationt & the Hospital, and is in no way Infiuenced by Koshika Foundation. Mence, the Hospital will
dssume sl & completo responsibiity of the traatment & ¥'s cutcome & safaty of the patient, and Koshika Foundation will have no rale of responsibility

in the matter.
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