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rejectionicancaliation.
2) | solemnly corfirm that sasistance. If received from Koshika Foundation, will e used only for the “purpose”, an stated in this Form, for which such
w8 requosied by me.
3) 1 hetaby confirm that | have not & will not in Auture, svall of reimbarsement, in part or in A, from any other sourcademploysefinsurance company, of the
for which this asslstance i requesied
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AGREEMENT by APPLICANT (suew g0 war)

1) By affixing my signalure or Bmd impeeasion on this Form, | (Applicant] hersby agres & authorite Koshika Foundation and If's Trusiees 1o
use/publishiput-up/reproduce my name, address, pholo & details of Bhe "purpose”, for which 3uch assistance is requestedigranted, through any
maedium, Inclading bt not Imited 1o verbal, prinl, elactronic, for soliciting conatiors for Kostvia Foundation and/or disseminating information about i's
activities/schievements. Such use of my photo & detalls can be made by Koshika Foundelon befare or after my treatment o Rifiiment of the “purpose”
for which assistance s belng requested )

2) | {Applicant) furthor agree Bt any such wse of my name, sddress, photo & delads of the “purpose”, for which such assistance i requestedigranted,
will not sutomatically untithe mw for recalving or continuing the said assistance. The deciwon for grantng andlor continung the assatance will fest solely
with the Trustees of Koshika Foundation, and their decialon Ia this regaed wil be finul ard accaplativ 1o me.
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AGREEMENT by HOSPITAL (vssoe Do wUT)

By afficing hereunder, signatize of our Authorised Signatony for recommanding this cass/patient for fnancial assistance from Koshika Foundation. we
(Mospital) horedy affim & acoopt foliowing.

1) that we neithsr are presently noe wil in Asture wvadl of financial assistance from snothar NGO or any other source. for the same pateni/Case. 33 we e
requesting 1o get kom Koshike Foundation, 1o tho extent that such assistance & granted Dy Koshika Foundstion, I the requested nsssancs is not granted
by Koshixa Foundasion, in part of in full, than the Hospital reserves (€'s night to make up 1o shortlall Yo another NGO of sny ofher sowce. This
confirmation essuntaily states that the Hooplta) wil not avali ary duplicate assiztance for the same patient/case trom uny othee NGO of any other source.
2) The assistance from Koshiks Foundation is anly financial in nature. The choice of the trestment/procedure advised/conductad by the Hospital on the
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assume sole & complels responsibiity of the eatment & i's outcome & safety of the patient, and Koshika Foundation will have no rols o responsibilty
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