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2) | sclomnly confirm that sssistance, ¥ recelvod from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

wirs foquosted by me.

3) | herelyy confem that | have not & will not in futiure, aval of roimburserment, in pan or in full, from any other sourca’employetiinsurance company, of the amaount
for which this assistance is requestad.
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1) Ly affixing my sgnatuwre or thumb impression on this Form, | (Applicant) heredy agree & authorise Koshika Foundation and il's Trustees 1o
usepublish/iput-upireproduce my name, address, phote & detals of the “purpose”, for which such assistance is requestedigranted, through any
medum, inchoting but not Emied 1o verbal, print, electranic, for solicing donations for Koshika Founcation andior disseminating information about iT's

actvbes/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “pumpose”
for which assistance is being requesied

2) | (Apphcant) furthor agroe that any such use of my name, adcress, photo & detals of the “purpose”, for which such assistance is requesiod/granted,
will net sutomatically entitie me for recenving or continuing the said assistance. The decision for granting andior continuing the assistance wil rest soiely
with (ne Trustoes of Koshika Fourdation, and their docision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (s oo wot)
By affoong heraundor, signature of cur Aumhorisad Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we noithar are presontly nor will in Future aval of financial assistance from anothor NGO or any other scurce, for the same patiant/'case, as we are
requosting 1o get from Koshia Foundation, 10 the extent 1hat such assistanca is granted by Koshika Foundation. If the requesied assistarce is not granted
by Koshika Foundation. in part o In full, then the Hospital reserves it's nght 1o make up the shortfall from another NGO of any other source. This
confirmation essentially states that the Hospitad will not avall any duplicsio assistance for the same pationticase from any other NGO or any other source.
21 The assistance from Koshika Foundation is only financial i nature. The choice of the treatmentiprocedure advised/conducted by the Hospital cn the
patent, is based on the arangement between the patient & the Hospital, and is In no way infiuenced by Koshika Foundaticn. Hence, the Hospital will

assume solo & compiete responsibiity of the treatment & It's outcome & safaly of tho patient, and Koshika Foundation will have no role of responsibilty
In tha matter.
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