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2) 1 sclamnly confer that assistance, If received from Koshika Foundation, will be used only for 1w “purpose’, as stated in this Form, for which such assistance

wis requesiad by me.

3) | heraby confirm that | have not & will not in Tuture, avall of reimbarsement, in part or in Sl from any other sourcalamployerfinsurance company. of the amount|
for which s assistance is reQuested.
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AGREEMENT by APPLICANT (30w D0 WU

1) By afling my signature of thumb impression on this Foem, | (Applicant) hereby sgros 8 authorise Koshika Foundation and iy Trustees 10
wsa/publishput-upiroproduce my name, address, photo & detalis of the “puwposs’, for which such assistance is requestedigranted, through any
mecium, incuding but not imied o verbal, print, electronic, for soliciting donations for Koshika Foundation endior disseminating information about It's
activities/achievements. Such use of my photo & Getails can be made by Koshika Foundation bafore or after my trestment o Afliment of the “purpose’
for which assistance is buing requested.

2) 1 (Applicant) further agree that any such use of my name, address, photo & detals of the "PurPose”, for which sSuCh assistance is requestedigranied,
wil not automatically entilie me for teceiving of continuing the seid assistance. The decision for granting and/or continuing the ssestance will rest solely
with the Trustees of Koshika Foundation, snd thei decision is this regard will be final and acceptable o me
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AGREEMENT by HOSPITAL (ywsm® DU wut)

By effixing hereunder, signature of cur Authorised Signatory for recommending this case/petient for financial assstance from Koshika Foundation, we
(Hospital) herety affirm & accept following!

1) hat we neither are presently nor wil in future avad of financial assistance from anothar NGO or any other source, for the same pationticase, as we are
requesting o got from Koshita Foundation, 1o the extant thot such sssistance is granted by Koshika Foundation. If the roquested assistance i not granied
by Koshika Foundalion, in part of in full, then the Hospital reserves It's right 1o maka up the shorsiall from another NGO or any othes source. This
confmation stales Mot the Hospital will not avall any duplicate assistance for the same pasisnt'case from any other NGO or any other source.
2) The assistance from Koshits Foundation is only financial In nature, The choice of the treatment/procedure advisediconducted by the Mospital o the
patent, s based on tho arrangemant botween the patiest & the Hospital, and is in no way Influenced by Koshika Foundation. Honce, the Hospital wil
assume sole & complate responsibility of the treatment 4 If's outcome & safety of the patient, and Koshika Foundation will have no role or responsiity

i the matier.
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