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21 | solernnly confirm that assistance, if received from Koshia Foundation, il be used only for the “purpose”, as stated in this Form, for which such assistance
was mquesied by me.

3) | hewaby confirm that | have not & will not in futare, avall of reimbursement. in pan et in full, fram any other souscelemgloyerinsurance company, of the amount
tar which this assistance is requested.
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1) By affising my signature or thumb impression on this Form, | (Applicand) hereby agree & aulhoriss Koshika Faundation and iI's Trustoes to
usefpublishipui-upreproduce my name, address. pholo & datalls of the “purposa’, for which such assislance is requesied’graniad, iraugh any
medin, including but not limited to verbal, print, slectronic, for solicing donalions for Kashika Foundation andlor dissominating information about I
activifiesfachisvaments, Such use of my photo & detsils can be made by Koshia Foundstion bafore or sher my treatment or fulfiment of the “purpass”
for which assistance is being reguested
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will mol sutdmatically entite me lor rectiving or continuing the sald assistance. The decision for granting and/or cantinuing the atsistancs will rest solely
with e Trustees of Koshika Foundation, and their decision in this regard will ba final and acceptable o me
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AGREEMENT by HOSPITAL (v#m= 3 F)

By affixing hereunder, signature of our Authorised Signalory for recommanding Ihis case/patient for financial assistance from Koshis Foundation, we
(Hospital) horetry afirm & accept ;

1) it we neither are presently nor will in fulure avall ol financial essistance from another NGO or any olher source, for the same petienlcase, as we ame
reguesting to gel from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. | the requasied assistance s nat granted
by Koshika Foundation, in part or in full, then the Hospltal reservas it's right lo maks up the shorfall from anotter NGO or any other soufcs. This
confirmaton essentally states that the Hospital will not avall any duplicate assistance for the samae patient/case ftom any other NGO or any other source
2) The assisiance from Koshika Foundation (s anly financial in netums. Tha choica of the veatment/procedurs advissd/conducted by i Hospital on the
patient, is bosed on the srangemant bebweon the pationt & the Hospital, and is in na way influenced by Koshika Foundation. Henoe, the Hospdal wil
asiume sole & complale responaibiity of the treatmant & IU's oultoms & safaly of the patient, and Koshlks Foundgbon will have no rola or responsibidity
in the matier.
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