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2) | solemnly confirm that assistance, I recelved from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance

Was requesiad by me.

3) 1 hacoby confiem ihat | have not & will not in Raure, avall of reimbursement, in part or In full, from any other sourceyemployerinsurance company, of the amount
for which this assistance i requested
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AGREEMENT by APPLICANT ( sebew 00 W)

1) By a%uing my sgnature or Bumd impression on this Form, | (Applcant) heredy agree & authorise Koshiks Foundation and it's Trustees 1o
usepublishiput-upireproduce my name, sddress, pholo & details of the “purpose”, for which such assistance is requestedigranied, through any
medium, including but not imited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information sbout s
activities’achievamaents. Such use of my photo & detads can be made by Koshika Foundation before or after my treatment or Rutfiment of the “purpose”
for which assistance Is being requested

2) | (Appicant) furthar agres that aery such use of my nome, address, pholo & detals of the “purpose”, for which such assistance is requestecdigranted,
will net sutomatically entitie me for receiving o continuing the said assiatance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshina Foundation, and their decision is this regard will be final and acceptable to me.
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AOREEMENT by HOSPITAL (vwam Do wm)

By affixing hereunder, signature of our Authorised Signatory for recommanding thia case/patient for financial assistance from Koshika Foundation, we
(Hospital) horeby affiern & accept foliowing:

1) that we neither are prasantly nor will in Ature avall of Snancial assistance from ancther NGO of any other source, for the same patient'case, as we are
requesting 10 pet from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requosted assistance is not granted
by Koshika Foundation. in padt or In ful, then the Hospital reserves It's fight 10 make up the shoriall from another NGO or any other source. This
confirmation sssantially statos that the Hospital will not avall any dupicate assistance for the same pasientcase from any other NGO or any other source.
2) The assistance from Koshiks Foundation is ondy financial in nafure. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the amangement between the patient & the Hospital, and is in no way influenced by Koshina Foundation. Hence, the Hosgatal will
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