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2} | soleennly confirm that sasistance. If received from Koshika Foundation, will be Lised only for the "purpose”, as stated in this Form, for which such assistance
wis reguestad by me.

3} | hereby confirm that | have nol & will nol in future, avall of reimbursemaent, in part o in A, from any other sourcalemployerfinsurance company. of ihe amount
for which this sssissance is requested.
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AGREEMENT by APPLICANT (ses g %77

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthonse Koshika Foundation and it's Trusioes lo
use/publshiput-up/reproduce my name, addrass, photo & detsils of the “purpose”, Tor which such assistance is requesied/granted, through any
medium, Including but ot limitsd 15 verbal, print, slactronlc, for soliciting donalions for Koshika Foundation and/or disseminating information about I1's
activilies/achiovements. Such use of my photo & details can be mads by Koshiks Foundation before or after my trestment of fulliiment of the “purpose”
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wiih the Trustees of Koshika Foundation, and their decision is this regard will ba final and ncceplabie 1o me
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AGREEMENT by HOSPITAL (weFmm pm wor)

By affiing hereunder, signature of our Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation. we
[Hospital) hereby @ffirm & accep! foflowing:

1) that we neither are presently ror will in future avall of financial assistance from snother NGO or any other source, for the same patientcase, as we are
reguesting o gel from Koshika Foundation, to the axient that such assistance is granted by Foshiks cundation. If the requesied assistance s not granted
try Koshika Foundation, In part o In full, then the Hospital reserves 's fight 1o maks up the shortfall from another NGO or any other source. This
confirmation essentially states (hat the Hospital will not avaell any duplicats essistance for the same patient'case from any other NGO or any other squrcs.
7} The assisinnce from Kostika Foundation ks ondy financlal in nature. The cholos of the treatment/procedurs ndvisediconducted by the Hospital on the
patient, ks bassd on the arrengement between the potient & the Hospltal, and Is in no way Influenced by HKoahiks Foundation. Hence, the Hospital will

assume sole & compiets responsibility of the treatment & II's sulcoms & safety of the patient. and Koshiks Foundation will have no role or responsibility
In the matles.
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