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2) 1 solemnly confim Tt assistance, If received om Koshika Foundabon, will be used only for the “purpose’”, @8 stated in this Form, for which such
wai faquasted by me
3) | haraby confem that | have not & will not in future, avall of reimbursement, in pan of In full, from any other source/smpioyerfinsurance company, of the
for which this sasistance is requesied.

1) A em wow { f g wes # fob wt a oo B8 wed ¥ s we o w0 e v o wey e w e § o 00 e fern @ w w2
2) it po % weoen o “wfen s, 4 o w0t f, vew wee v vtve o g ¥ e fem widm, @ W e d w0 o
3) # e wor { fe fom seew By W o W of £, T o W efow W owen v Ak o snfdeealts et 8 v o e £ ol @ ofes o oy

AGREEMENT by APPLICANT (3mbes B0 %00

1) By alfizing my signatuce or thumb impression on this Form, | (Applicant) hereby sgree & suthorise Koshika Foundation and It's Trustess 1o
use/publsVput-upireproduce my name, address, photo & delalls of the “purpose”, for which such assistance is requestedigranted, through any
medium, inchuging but not limited 1o verbal, print, elactronic, for scliciing donations for Koshika Foundation andlor disseminating indormation about ¥'s
sctivities/achiovements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”
for which assistance is being requested
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AGREEMENT by HOSPITAL (ymmm pU ST)

By affixing heceunder, signature of our Authesised Signatory for recommending this casalpationt for financial sssistance from Koshka Foundation, we
(Hospital) hereby affirm & accept following:

1) that we naither are presently nor wi in future svall of financial assistance from another NGO of any olher source. for the same patient'case. as we are
requesting % get from Koshika Foundation, 1o the extent that such sssistance i granted by Koshika Foundation. If the requested assistance is not grantad
by Koshika Foundation, in part of in fll, then the Hospital reserves i's rght 1o make up the shortiall from anothver NGO or any other source. This
confirmation essentiafy atates that the Hospital will not avad any duplicste sssistance for the same patienticase from any other NGO or any other source
2) The assistance from Koshika Foundation is only finenciel In nature. The choloe of the treatment/procedure advisediconducted by the Hospital on the
patent, is based on the arrangement batwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital wil
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