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2} | solemnly confirm thal sssistance, if recelved from Koshika Faundation, will be used only for the “purpose”, a5 stated in this Form, for which such assistance
was requested by me.
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AGREEMENT by APPLICANT (3w 510 1)

1) By affixing my signature of thumb imprassien on his Form, | (Applicant) hereby agroe & sulhorise Koshika Foundstion and II's Trusiees In
use/publishiput-upimeproduce my name, address, photo & detalls ol tha “purpose”, for which such assistance is requestadigranted, through any
mediem, Including tul not limited Lo verbal, print, stectronic, for soliciling donations for Koshika Foundation andfor disseminating information about it's
atiivitiss/schisvements. Such use ol my photo & details can be mada by Koshika Foundation before or after my ireatment or lulliment of the "purpose”
for which assistance is baing requested, -
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with the Trusiess of Koshika Foundation, and their decision is thia regard will be final and scoeplable o me
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By affiing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
(Hospital) hereby affirm & accapt following;

1} that we neither are presently nor will in future avall of financial assistance from anather NGO or @ny offer source, for the same palianticase, o5 wi By
raquesting to get from Koshika Foundation, to the extent that such Eusistance is granted by Koshika Foundation. If the requested assistance Is nol granted
by Koshika Foundation, in part of in full, then the Haspital reserves it's right to make up the shortfall from goother NGO of any ofhar source This
confirmation essentislly states thal the Hospital will not avall any duplicsts assistance for the same patienticase from any other NGO or any other source
2) Tha assistance from Koshika Foundation is only financial in nature_ The choice of the realmentprocedure advised/oonducted by the Hospital on [he
patient, is based on the arangement betwesn the patiant & the Hospilal, and is in no way influanced by Koshika Foundation. Henca, the Hospital will
assume sole & complste responsibility of the reatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiity
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