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2) | spiemnly confirm thal assistance, if received from Kashike Foundatan, will be used only for the "purmose”. as stated in this Foarm, for which such
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| hwreby conlfiem thal | have not & will not in future, vl of rembursement, in part or in full, frem any olher saurceiempioyedinsurancs eomeany. of tha am
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AGREEMENT by APPLICANT (== 2m =77

1) By afiing ey signaturs or thumb impression on this Form, | {Applcant) hereby agree & authorise Koshika Foundation and (s Trestess 1o
use/publishipul-up/reproduce my namo, address, pholo & dotails of the "purpose”, lor which such osalstance |s requestedigranted, through any
medium, maluding byt not limited 1o vertal, print, glactronic, for soliciting donations for Koshika Foundation andior disseminating information about iU's
sctiviligs achisverments. Such uae of my phalo & details can be made by Koshika Foundation bitfore or after my treatment o lulfilment of ihe *purpose”
for which assistance is being requestad.

)1 {Apphcant) futiner agree thal ony such use of my name, addrass, pholo & datails of the "purpose”. for which such assistance is requestadigranted,

will nat sutomatically entiie me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solsly
with ine Trustess of Kashika Foundation, and iheir declsion |s this regard will be finsi and acceptable (o me.
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AGREEMENT by HOSPITAL {wems gm wit)

By aflixing heteunder, signature of our Autharised Signory for recommending thin caso/patient for financial assistance from Koshika Foundation, we
{Hospital] harety sMrm & sccept following:

1) that we naither are presently nor will In future avail of Bnancial sssistance from ancther MGO or any other source, for the same patienticase, as we are
requeshng Lo gal lrom Koshiks Foundation, 1o the exient that such Bssisiance is granted by Koshika Foundation. If the reguesied assistance is not granted
by Koshixa Foundation, in part or In full, then the Hospltal reserves It's right to make up the shertfall from anciber NGO or any other source. This
confirmation essentally sales thal e Hospital will rot avail any duplicale assistance for the same patienticase from any other NGO or any other source:
2) The assistance from Koshika Foundation is anly Sinancial in nature. The chaice of the treatment/procodure advisediconducied by the Hospital an the
patenl, is based on e arangement betwean the patient & the Hospétal, and is in no way influenced by Koshiks Foundation, Hence, the Hospital will
asslima sole & complele rmspensibiity of the treatment & if's culcome & safely of the patient, and Konhika Foundatlon wil have no role or responmibiily
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