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2) | solemnly confirm that assistance, # roceived from Koshika Foundation, will be used only for the "purpose”, 88 stated in this Foem, for which such assistance

was requesied by me

3) | hareby confiem that | have not & will not in future, avall of reimbursement, in part of In full, from any other source/emplovesiinsurance company, of the amount
for which this assistance &s requested
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1) By a¥uing my signature of thumd mpression on this Form, | (Appcant) hereby agres & authorise Koshika Foundation and it's Trustees Yo
use'publishVput-up/reproduce my name, address, pholo & detalls of he “purpose”, for which such assistance is requested/granted, through any
medium, Including bt not imited 10 vaebal, prnl, siectronic, for soliciting donations for Koshika Foundation andior disseminating information about if's
activities'achiavements. Scch use of my photo & detads can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance s belng requasted
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AGREEMENT by HOSPITAL (ywms DU w07)
By affixing hereunder, signatute of our Authorised Signatory for recommaending this casa/patient for Snanclal assistance from Koshika Foundation, we

heraby sffirm & sccept folowing:
1) that we naither ae prasently nor will in future avall of Saanclal assistance from another NGO or any other source, 1of the same patient/case. 85 we are
Fequestng 1o get from Koshika Founcation, 1o the extent that such sssistance is granted by Koshia M the requested nssistance Is not granted

by Koshika Foundation, in pan or in full, then the Hospal reserves it's right 1o make up the shoetfall froen ancther NGO or any other source. This
confirmation ossentialy states that the Hospital will not avall any dupicale assistance for the same patient/case from any other NGO or any other scurce.
2) The sssistance from Koshika Foundation is cafy financisl in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, is based on the arrangemant between tho patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
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