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2] | solemnly confirn that assistance. if received from Koshika Foundation. will ba used only for the "purposs”. as stated in this Form. for which such sssistance

Wik roguesied by me

3) ) hreby confirm fat | rave not & will mot in future, aval of resmborsament, in pert or in full, from any ofher sourcelsmployerinsurancs company, of e smount

far which this nesisiance = reguesied

1) & e wesm o Beogw wen 4 fed ol ek feren 36wl s e ) &) ofe s e on e s e § 8 56 e P o W el b
2) = g A e A i v, ® W w b v re w vte w g ® el e e, o v v o wo o by
1) & offe wom  fe fom awren 8y e ode ot vl &, ve ofn w0 sofes v e el s s fdreedts wed 6@ o fem b ade o o ol f o

AGREEMENT by APPLICANT ( smbre 0 wot)

1) By affixing my signature of thumb impression on this Form, | (Applicant) heraby agres & suthorse Koshika Foundation and it's Trustees io
usepublsh/put-upireproduce my name, address, pholo & detalls of the *purpose”, for which such assistance is requestedigranted, through any
miedium, iIncluding but not lmted fo verbal, print, slecironic, for solciling donations for Koshiks Foundation andfor disseminating information about it's
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for which nssistonce in being requested
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with the Trustess of Koshika Foundation, and their decision is this regard will ba final and acceptabls to me.
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AGREEMENT by HOSPITAL (wemm 0 +1)
By affunng hereundar, signature of our Authorised Signatory for recommending Ihis case/patient for financial assistance from Koshika Foundation, we
(Hospltal) hereby affirm & acoapt follawing:
1) that we nefther are presently nor will in future avall of financlal assistance from another NGO or any other source, for the same patient/case, as we ane
rogquosting 1o gl rom Koshika Foundation. to the extent that auch assistance |s grantsd by Koshika Foundation. If the reguesiad assistance is nol prantod
by Koghika Foundation, in part or in full, then the Hospital reserves s right to make up the shortiall from another NGO or any other soures. This
confirmation essentiolly states that the Hospital will not avell sny duplicate sssistencs lor the some potienticane from any other NGO or any othed source
2) The assistance from Koshika Foundation = only financial in nature. The choice of the treatmentiprocedure advisediconducied by the Hospilal on the
patiant, in basod on (he srangement batween the pabient & the Hospital, knd [s in o way influenced by Koshike Foundation. Hence, the Hoapital will
assume sole 4 complets responsibility of the treatment & I1's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibility
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