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rejection/cancelation.
2) | sclomnly condirm that assistance, ¥ received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such
was requesiod by me.
3) | hereby confiern that | have not & wil not in future, avall of reimburserment, In part of in full, fom sy other source/employerinsurance company, of the
for which this assistance ls requested.
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AGREEMENT by APPLICANT ( sve T wOU)

1) By affdng my signatire of Bhumd imprassion on this Form, | (Appicant) heredy sgree & suthorise Koshiks Foundation and If's Trustess 10
use/publisivpul-upireproduce my name, sddress, pholo & details of the “purpose”, for which such a33istance i requesiedigranted, through any
medium, Inchoding but not Imited 1o vertal, print, slectronie. for soliciiing donations for Koshika Foundstion and/or disseminating information about s
sctivitles/achisvemeants. Such usie of my photo & detalls can be made by Koshika Foundation before or after my treatmaent or fulfinant of ihe “purpose”
for which assistance is being requesied

2) | (Applicant) furthar agres 1t any such use of mry name, sddress, photo & detals of the "purpose’, for which such aseistance s requested/granted,
will not automatically entitie me for recalving o continuing the suid sssistance. The decision for granting snd/or continuing the sssistance wil rest solely
with the Trusiees of Koshiva Foundation, and their decision s this regacd wil be final snd acceptable 1o me
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AGREEMENT by HOSPITAL (wieme o0 woU)

By sffing heroundier, sigrature of our Autherised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) haroby affirm & accopt following:

1) that we nelihor are presently nor will in future avall of finsnciad sssistance from snother NGO or any other source, for the same patienticase, &s we are
requesting 1o got from Koshika Foundation, 10 the extent thet such essistence is granted by Koshiks Foundation, If the requastod sssistance Is not gramiod
by Koshika Foundation, in part or i full, than e Hospital rasocves I's right o make up the shortfail from another NGO or any other source. This
confirmation sesentislly states that the Hospital will not svall any duplicate sssistance for the same pationt/case from any other NGO or any other source.
2) The sssistance koen Koshika Foundation s only fingncial in neture. The choios of the treatmentprocedure advised/conducted by the Hospital on the
patiens, is dased on the arangoment between the patient & the Hospital, and i3 in no woy influenced by Koshika Foundativn. Hence, the Hospital wil
assume scle & complele responsitiity of the Yrealment & s owicome & salsty of the patient. and Koshika Foundation will have no role or responsibility
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