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2) | solemnly confirm that assistance. f recaived from Koshika Foundation, will be used only for the "purpose”, 88 siated in this Foem, for which such assistance

WS roquesied by me.

3) | hareby confem that | have not & will not in Ature, avad of reimbursement, In part of in full, from any olher sourca’smployeinsurance company. of Be Bmount|
for wivch this assistance is roquestad.
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1) By aMuing my signature or Shumd impression an this Form, | (Appiicant) heredy agree & suthorise Koshika Foundation and s Trustess 10
use/publishVput-up/reproduce my name, addross, pholo & detals of he “purpose”, for which such assistance is requestedigranted, Bvough any
medium, Incduding but not imited 1o verbal, print, elecironic, for soliciting donations for Koshika Foundation and'or disseminating information about it's
actvites/achievements. Such use of my photo & detalls can be made by Koshika Foungation befors or after my Wrestmaent or Aufiiment of the “purpose”
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2) H{Appicant) further agroe It any such use of my name, address, photo & detals of the “purpose”, for which such assislancs = requesied/granied,
will not automatically entitie me for receiving or continuing the seid assistance. The decision for granting and/or continuing the assistance wil resl solely
with the Trustees of Koghiks Foundation. and thelr decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (ywms pu wat)

By sffdng horeundee, signatute of our Authorised Signatory for recommaending this casapationt for financial assistance from Koshika Foundation, we
(Hosplal) hereby affirm & accop! foliowing:

1) that we neither are presently nor will In Asture avall of financial assistance from ancther NGO or any other source, for ihe same patienticase, 25 we are
roquesting to get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in pact of in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confemation essantially states !at the Hospital will not avall any duplicste assistance for the same patient/case from any other NGO of any other scurce
2} Tha sssistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducied by the Hospital on the
patient, is based on the arrangement between the patient & the Hosplal, and i in no way influenced by Koshika Foundation. Hence, the Mospital will
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