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2) | solemnly confirm (hat assistance. |f recelved from Koshika Foundation, will be used ondy for the “purpose”, as stated in this Form, for
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AGREEMENT by APPLICANT (aies gm #01)

1) By #ffixing my sgnature or fhumb Impression on this Form, | {Applicant) herebly agree & suthorise Koshika Foundalion ard s Trusiees lo
useipublishipul-up/reproduce my nama, address, photo & detalls of the “purpose”, for which such asaistance ia requostadigranted, frough any
miadium, Including but nol limited to verbal, prinl, slactronic, for soliclling donations for Koshika Foundation and/or disseminafing Information about if's
activilies/schisvemants. Such use of my photo & detalls can be mase by Koshikn Foundation before or sfer my Irsatment or fulfiimen of the "purpose”
for which assistance |5 being reguosted
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will not automaticsily entile me for receiving or continuing the said assistance The decision lor granting and/or continuing the assistance will res| wlnly
with (he Trusteas of Koshika Foundation, and tveir deciion s this regard will be final Bnd accepiabis 10 me.
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By offising hetounder, signature of out Authodsed Signatory for recommending this case/pationt for financlal assistance from Koshisa Foundaton, we
(Haspital] hereby affirm & accept following:

1} that we neither are presently por will in future svall of financlal assistance from anather NGO or any other source, for the same patlenticase. as we ore
requesting 1o get from Koshika Foundation, to the extent thet such assistance ks granled by Koshika Foundation. If the requested assistance is not granted
by Hoshika Foundatlon. in part or in full, then the Hospital reserves it's nght to make up the shortfall from another NGO or any olhes source, This
confirmation essentially states thet the Hospital will not avall any duplicata assistance for (he sames patienticass from any other NGO or any other source
2) The assistance from Koshika Foundation ks only fnancial in neture. The cholce of the roatmentprocedure advised/conducted by the Hospital on ine
patiant, is bated on the arrangement between the patient & tha Hespilal, and is in na way influenced by Koshika Foundstion. Hance, the Hospital will
nesume sole & complete responsibility of the ireatment 8 IUs outtome & safety of the patient, and Koshike Foundetion will have no role or responsibility
in the matter.
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