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2) | sofemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as staled in thiz Form, for which such essistance

was requesisd by me.

3) | hereby canfirm that | have not & will not in fulure, avall of reimbursement, in part or in ful, frarm sy other sourcalamployerinsurance company, of the amount

for which this assistance is Tequested.
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AGREEMENT by APPLICANT (awaes G %17)

1) By affixing my signature or thumb impresskan on this Form, | (Applicant) hereby agree & authdrise Koshika Foundation and il's Trustees 1o
use/publish/put-upireproduce my name, address, photo & details of the “purpose”, for which such assislance is mequestedigranied, thiough any
medium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Koshiks Foundation and/or disseminaling infurmation about It's
acilvities/achiavements. Sudh use of my pholo & details can be made by Koshika Foundalion before or after my teatment o fulfilment of the "purpose”
for which assistance @ being requested

2} | (Applicant) furthar agree thal any such use of my name, addrees, pholo & datails of the "purpose”, for which such assistance is requestedigranied,
wil net sulomatically entitie me for receiving or conlinuing the said assistance. The decrsion for granting andfor continuing the assistance will rest solaly
with the Trustéss of Kashika Foundation, and their decision s this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL | Wemm 310 )

By affixing haraunder, signature of our Autharised Signatory for recommending this cass/palien| lor financial assistance from Koshika Foundation, wa
(Hospital) hareby affirm & accepl following.

1] that we naither are presently nor will in future avall of financial assistance from another NGO or any ather source, for the same patienlicase, &s we ane
requesting to get from Koshika Foundaltion, to the extent Ihat such assistance it granted by Koshika Foundation, If the requested assisiance is not granted
by Koshiks Foundation, in part or in full, then the Hospital reserves it's right to make up fhe shortfall fram another NGO ar any other sourca, This
confirmation essentially states that the Hospital will not svall any duplicate assistance for the same patienticase from any ofher NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advissd/conducied by the Hospltal on the
patiant, is based on the arrangement between the palient & the Hospital, and /s in no way influenced by Koshika Foundation. Hence, the Hospital will
us;::m sole & complete responsibility of the treatment & it's cutcome & safety of the palient, and Koshika Foundation will have no rode or respomsibility
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