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rejecton/cancetation.
2) | solemnly confirm (el ansistance, Il eceived from Koshika Foundation, will be used only for e "purposs”, as stated in this Form, for which such
WaSs requesiod by me
3} | hereby confem that | have not & will not in Rture, aval of reimbursement, in part or In iU, from any other source/empioyecinsurance company. of the
for which this assistance Is requesied
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AGREEMENT by APPLICANT (spWew 570 W)

1) By wiixing my signakure of thumd Improssion on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and If's Trustees fo
use/publistvput-upiroproduce my name, address, photo & detalls of the “purpose”, for which such assistance i requestedigranted, through any
medium, including but not mited to verdal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
octiviies/achievements. Such use of my photo & detalls can bo made by Koshika Foundation before or affer my brestment o fulfilment of the “purpose”
for which assistance &5 being requested,

2) ) (Applicant) further ngroe Shat any such use of my name, addrss, pholo & detalls of the “purpose”, for which such assistance s requestedigranted,
will not sutomatically antile me for receiving or condinuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard will be fined and scceptable to me
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AGREEMENT by HOSPITAL (Femm ©U %)

By afilxing hereunder, signature of our Authorised Signatory for recommanding this cese/Datient for financial assistance from Kosivka Foundation, we
(Hospitat) hereby affirm & accept following:

1) that we nelther are presently noc wil In futurs avad of financlal assistance from sncther NGO or any other source, for the same patient'case. as we are
requesting to get from Koshika Foundation, 10 the extent that such sssistance ls granted by Koshiks Foundation. If the requested sssistance is not granied
by Koshika Foundation, in part or in full, then the Hospial reserves It's right 10 make up the shortfull from another NGO or any other source. This
confirmation essentially statss that the Hospital wil not avall any duplicate sasistance for the same pationt/'case from any othar NGO or any other scarce
2) The assistance from Koshika Foundation is only Saancial in nature. The chaice of the treatmentprocedure advisediconducted by the Hospital on the
patient, is based on the arangemaent bebween the patiant & the Hosptal, and is in no way infiuenced by Koshika Foundation, Hance, the Mospital will
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