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2) | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the ‘purpose”, a3 stated in this Form, for which such ‘sesistance

Was requestad by me.

3] | haceby confem that | have not & will not in future, avad of relmbursemant, in part or in full, from any other source/employeriinsurance company. of the smount
for which this assistance i requested
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AGREEMENT by APPLICANT (s 50 WU%)

1) By aMixing my signature or ihumb mmprossion on this Form, | (Applicant) hereby agres & suthorise Kostika Foundstion and it's Trustees to
wse’publishiput-uplreproduce my name, address, photo & cetalls of the “purpose’, for which such assistance is requestecigranted, through any
medium, including but not limitod 1o vecbal, priet, olectronic, for scliciting donations for Koshite Founcation endior dissaminating information about &'s
activiies/achiovements. Such use of my photo & detads can be made by Koshius Foundation before or afler my treatmant of fulfilment of the “purpose”
for which assistance Is being requested

2) | {Applicant) further agree Lhat ary such use of my name, address, photo & detalls of the “purposs”, for which such sssistance is requessed/granted,
will not sutomatically enlitie me for receiving or continuing the said assistance. The decisnn for graniing and/or continuing the sssistance will rest soely
with the Trustess of Koshia Foundation, and thelr decision is this regard will be final and acceptable 10 me
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AGREEMENT by HOSPITAL (¥ms pu wU%)

By affikieg hereunder, signature of our Authorised Signatory for recommending this casepasent for financial sssistance from Koshika Foundation, we
(Mospital) hereby affirm & accept fotlowing:

1) that we nesher ars presently nor will in future aval of financial assistance from another NGO or any other source, %r the same patient'case, as we are
requesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. i 1he requested assistance is not granted
by Koshita Foundation, in part or i full, then the Hospital reserves s right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hoepital will not avall any dupiicste sssistance for the same pationtcase from any other NGO of any other source
2} The sssistance from Koshika Foundation is only financial In neture. The choice of the treatmentiprocedure advised/conducted by the Hospitsl on the
patient, is basad on the arrangement betwsen the patient & the Mospital, and Is in no way Influenced by Koshika Foundaticn. Hence, the MHospital wil
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