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2} 1 solemnly confirm that assistance, If received from Koshiks Foundation, will be used only for the “purposs’ as stated |n this Form, for which such ssalstance

was requested by me.

3) | harsby confirm that | have not & will not b fulure, avall of reimbursement, in part of I8 ull, from any ot sourcelamployethnaurance compary, of e amoun
far which this ssistancs s requasted.
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1) By aflixing my signature or thumb impression on this Form, | (Applicant) kereby agree & suthorse Koshiks Foundation and it's Trustoos 0
use/publishipul-upiraproduee my name. nddress, phoio & details of the “purpose”. for which such ansatance s requestod/granind, through any
medium, inchading bul not limited to verbal, print, slectronic, for sollclting donalions for Koshika Foundafion andlor disseminating information aboul I's
petivilies/nchisvemants. Such use of my phot & detalis can ba made by Koshika Foundation belore or afler my reatment or fulfimant of the “purpose”
for which assistance s baing requested.

2) 1 {Applicant) further agres that any such use of my name, sddress, photo & delails of the “purposs”, for which such assistance s requested/granted.
will mot aulomatically entitle me for receving or continuing the said assistance. The decision for granting andior continuing the sssistance will rest sotaly
with the Trustees of Koshike Foundation, and thelr decision bs tvis rogard will ba final and acceptable to me
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AGREEMENT by HOSPITAL (wwam pn %t)

By afling hereunder, signature of our Authorised Signatory for recammending this case/palient for financial nssistance from Koshiia Foundalion, wa
{Hospital) herety affirm & sccapt laliowing:

1) that we nefther are prosently nor will in future svall of financial assistance from another NGO of any olher source, for the same patienUcane. a1 we are
requesting o gel from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation. If ihe requested assistance is nof granted
ty Koshika Foundation, In part o In full, then the Hospital reserves IN's right 1o make up the shortfull from snathes NGO or any other source. This
confirmation essenlialy states that (he Hospital will not avail any duplicats assistance for the same patienticase from any other NGO or any oher source
2) The asuistance from Koshika Foundation is only financisl in nature. The cholce of the treatmenlprocedurs advissd/conducied by the Hospital on tha
patient, i based on the arrangement batwean the patient & the Hospaal, and is in no way influenced by Keshika Foundation. Hence. the Hospial wil

assume sole & complate responsibility of the treatment & s outcome & safety of tha patient, and Koshiks Foundation will have no rols of responsibiity
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