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2} | solomnly confirm tha! sssistance. If recaived from Koshin Foundetion, will be used anly for Bw "purpose”, as staled in tes Form, for which such assistance
‘was requested by me

3) I harety confierr Bt | have not B will not in uture, svall of reimbursemant, |n parl of in A, from any other source/employerinsurance company, of the smount
for which this assistance & reguested "

1) & siveey wom f fo gm w4 fed ot o fawn S0 weet ¥ s v o el oot e e on e s we e £ o 90w fee % w vl i
2) g W e o s st 8 @ w oot §, sy i ks o off 9 el faw wdn, @ ye e F wo v b

1) # yfe v { F fam wes g W owda w1 o €, w0 0@ oW e w e fies ek e enfirdeed weh @ o B d obe o ) ofes F ofm
AGREEMENT by APPLICANT (wes @0 %)

1) By affiming my signature o thumb impression on this Form, | (Appboent) hereby agroe & suthorise Koshika Foundation and ifs Trusiees to
use/publishiput-upireproduce my name, sddress, photo & detalls of the "purpose”, for which such assistance is requestodigranted, Mrough any
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By allixing hereunder, signalure of our Authorsed Signatory for recommending his case/patient for financial asslstance from Koshikes Fourdation, we
(Hospita!) hereby =fimm & accapt following:
1) hat we neithar are presently nos will in future sesll of Snoancial ssslstence from anolher NGO or any othar source, for tha sama paliont/case, B3 we are

to get from Koshika Foundation, o the extent that such assistance i granted by Koshika Foundation. I the requested assistance is nol graniad
by Koshika Foundation, i part of in full, then the Moespital reserves B right to make up the shorifell from anolher NGO or any oiher source, This
confirmation essentially states thal the Rospital will not avail any duplicsie assistance for the same patient/case from any other NGO or any other source.
2) The ssslslance fram Koshika Foundation is only Snancial in nalure. The cholos of the treptmenliprocedute advised/conducied by the Hoapilal an the
patient, is based on the amangement betwesn the patlent & the Hospital. and i in no way influenced by Koshika Foundation. Hance, the Hospital will

assuma sole & complate responsibiity of the treatment & i's oulcome & safety of the patient, and Koshika Foundation will have no role of respansibility
in the matiar.
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