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2) | selemnly cordirm thal assistance, if recaived from Koshika Foundation, will be used only for the “purposa”, a5 stated In this Form, for which
was requesied by ma

3) | hereby confirm that | have not & will not in fulure, avail of reimbursement, in part or in full, from any other sourcefemployerinsurance compary,
for which this assistance |s requested.
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1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agres & authorisa Koshika Foundation and its Trustees to
usa/publishiput-upireproduca my name, addross, photo 8 details of the “purpose”, for which such assistance is requestadigranted, through any
medium, including but not limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundalion andor disseminating information aboul It's
aclivitles/achievements, Such use ol my pholo & detalls can be made by Koshils Foundation befors or after my treatment or fulfilment of the “purpose”
for which assisianca s being requested.

2) | {Appiicant) further agree that any such use of my name, address, photo & details of the *purpose”, for which such assistance is requested/granted,
will not automatically entitle me for recelving or continuing the sald assistance. The dacision for granting and/or continuing the assistance will rest solaly
with the Trustees af Koshika Foundation, and their dacision is this regard will be final and aoceptable fo me.
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AGREEMENT by HOSPITAL (wemim §M &)

By affixing hereunder, signatura ol our Authorised Signatary for recommending this case/patient for financial assistance from Koshika Foundstion, we
{Hospital) heraby affirm & accept following:

-] 1) that we neither are presently nor will in future avall of financial assistance from another NGO or any ofher sourca, for the same patienticase, as we are
requesting to got from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundalion, |f the requesled assistance Is not grantsd
by Kashika Foundation, in part or in full, then the Hespital resarves Its fght to make up the shortfall from mnother NGO or any gther source, This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/casa from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nalure. The choice of fhe reatmentiprocedurs advised/conducied by the Hospital on the
patient, s based on the arrangement belween the patient & the Hospital, and ks In no way Influenced by Koshika Foundation. Hence, tha Hospltal will
pssume sobe & complete responsibility of the treatment & iU's outcome & safety of the patient. and Koshika Foundation will have na role or responsibility

in the matter,
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