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2} | solamnly confirm thal assistance |f racsived from Koshika Foundation, will be used only for he *porpose”, os stated in Bs Form for which such

wiEs reqested by me
3) | herahy confirm that | have not & will not in futore, avail of reimbursament, in part or in full, from any ather sourcalemployerinslrance cormpany, of the amou

for which this assistance = reguesied
1) & wwm ww o wen @ il o e e 60 o € st wm ol b al S e o e s v am § @ 8 wee fe W W wsd b
2) W W W R O R seaet. 3 & W o b e T o v e g # e fem o, @ mowen o b

3) & g wom { e fom werm dg % el W) § w0 W sl w e fren T s s SRS A 9 fn § ok 2 @ e F o
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1) By-affixing my signature or thumb impressian on ihis Form, | (Applicant] haraby agres & -aulhoniss Koshika Foundation-and s Trustoes lo
uselpublishiput-upreproduce my name, address, phalo & delalls ol the *purpose”, for which such assistance is requested/granted, through any
migdium, incliding tiul bol limited lo verbat, prinl stecironic. for soliciing donations for Koshika Foundation and/or dissemimating informalion abaut i's
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with Ihe Trustees of Koshika Foundation, and their decision i this regard will be final and acceptabie 1o me:
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AGREEMENT by HOSPITAL (7w & #01)

By affixing hareunder, sigrature of our Authorised Signatory for nacammending 1his case/patiant for financial assktance from Koshika Foundation, we
{Hespial) hereby affirm & accept fallowing: ]
1) that we naither are presently nor will in future avall of linancial assistance from another NGO gr any other source, fr the same patienticasa, as we are-
feduesting 1o get from Koshika Foundation, to the extent that such sssistanca is granted by Koshika Foundation. If ine requested assistance is not granted
by Koshika Foundation, In part o ln full, then the Hospital masres s dght to make up the sharttall from another NGO or any ofher soures. This
confirmation ezsoentially slates thal the Hespital will not avail-any duphcate assistance for the same patienticasa from any othiar NGO or any othér saurce,
2] The assistance from Kaoshila Foundation ks only financial in nature, The cheice of the teatmantprocedure advised/contiucted by tha Hospital on tha
patient, is based an the srrangemant batween the patient & the Hospital. and i in ao way influsnced by Koshiks Foundation. Hence, the Hospital will
assurma sole & compiste responsiblity of the treatment & I's sulcome & satity of the patient, and Koshika Foundation will have no role or respansibiilly
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