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2} | solomnity confirm thot assistance, If recoived from Koshika Foundation, will be used only for the “purpose’, as stated in this Form, for which such assistance

was requested by me.

3) 1 heraby confem that | have not & will not in future, avall of resmbursement, In part of In AL, from amy other sourcelemployerinpurance company, of the amoes
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AGREEMENT by APPLICANT (3040% &1 WUT)

1) By afficng mry signature or thumd impression on this Form, | (AppEcant) hereby agree & avthorise Koshika Foundation and It's Trustoes 10
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will not automaticaly entitio me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance wil rest sololy
with the Trustees of Keshia Foundation, and Il decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wssmm DU %37)

By afixing heteunder, signature of our Authorksed Sigaatory for recommending his caseipatient for fisanciad assistance from Koshika Foundation, wo
(Hospital) horoby afem & accopt following:

1) that we noither are presently noc will in future avall of financial sssistance from another NGO or sny other source, for the same patientcase, as we afo
regquesting 1o get from Koshika Foundation, to the extent that such assistance is grantod by Koshika Foundstion. If the requesied assistance is not granted
by Koshiia Foundation, In part of In full, then the Hospital reserves it's right 1o make up the shoetfall from another NGO or any other source. This
confirnation essentialy states that he Hospital will not avail sy duplicate sssistance for the same patienticase from any other NGO or any ofhor source
Z) The assistance from Kashika Foundation is onlly fmancial in nature. The choice of the treatmentiprocedure sdvised/conduciod by the Hospltal on the
pationd, in based on the arangement butween the pationt & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil
B35LMe 30%0 & complale resp0Neibity of the reatment & it's outcome & safety of the patent, and Koshika Foundation will Eave no role of responality

in the matter.
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