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2) | stdernnly confiom that sssistance, If received o Koshine Foundstion, will be used only 1or the “purposs”, a3 stated in this Form, for which such assstance
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1} By affiung my signature or humb impressson on thes Form, | (Apphicant) heredy agroe & authanse Koshiks Foundation and it's Tnustees 1o
usaipoishipul-up/reproduco My nama, adoress, photo & desalls of the “purpose”, for which such assistance is requesiedigranted, through any
medium, Including But not lmiled 10 verbat, prnl, slectronic, for solicting donalions for Koshika Foundalion and/or dissominating information about 'y
activillesiachimvements. Such use of my pholo & cetails can be made by Xashixa Foundation bafors or atter my freatment or Autfiment of the ‘purpase”
for whvch astisiancs i being requasied.

2) | (Anplicant) further agres that any such uie of my nama, addross, pholo & detais of the “purpoce”, for which such assistance is requestedigranied,
Wik not sutomalicaly entitie me for teceiving or continuing the said assistance. The decialan for gtanting and/or conlinuing he nasntance will rest solely
with the Trustees of Koshika Foundstion, and ther decision s this rogard will be final and acceptabie to me
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AGREEMENT by HOSPITAL (wwess P wov)

By altlxng herounder, signature of our Authorised Signalory for recomenanding thes caseipabent for finanoiel atsstance from Koshika Founaanon. we
(Hasptal) hereby affirm & accept folawing:

1) thirt we nesner arg presendly noc will in futura avad of financial assstance rom anctnor NGO or any othar source, for the same patienticase. ss we o
recunsting 1o get from Koshaa Foundation, 16 the axtent that such assistance & graniad by Kashica Foundation. If the requesied assatance s not granied
by Koshika Foundation, in par o in full, then the Hospital roserves il's night 1o make up the shortfall from ancther NGO or any other source. This
confomalion essentially states that the Hoapdal will not availl any duplcate assistance for tho samo patient/case from any ofhor NGO or any olher soutce.
2) The assistance from Koshia Foundation is only financial in natwe. The choice of the trealmentprocedure advisediconducted Ly the Hoapilal on the
pationt. is based on the arrangement between the patient & the Hospital, and & in 1o way influenced by Kashika Foundation. Hence, the Hosptal wil
sasume nole & complete responsibilty of the treatment & it's outcome & safety of the pationt, and Koehita Foundation will have no role o responsibiity
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