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rejection/cancaliation.
2) | soleemnly confirm that assistance, If received from Koshika Foundation, will be used only for the "purpose”, as stated in this Foemn, for which such assistance
was roquestod by me.
3) 1 heroby coodirm that | have not & will not In future, sva of reimbursement, in part of in Adl, from any other scurcedemployerinsurance company, of the amount
for which this assistance is requested
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AGREEMENT by APPLICANT (smive 0 %o0)

1) By axing my signature of thumb inpresson on this Form, | {Apphcant) hereby agree & authonse Koshixa Foundation and it's Trustees to
use/publishiput-upireproduce my name, address, photo & detads of the "purpose”, for which such assistance is requested/granted, thvough any
medium, including but mot limited 10 verbal, prnl, slectronic, for solciting donations for Keshika Foundation and'or disseminating information about If's
activities/achlevements. Such use of my pholo & detalis can be made by Koshika Foundation before or afler my treatment or fulfiiment of the “purpose”
for which assistance is being requested.

2) | (Appicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assisiance is requastedigranted,
will not ausomascally entitle me foe receiving of continuing the sasd assistance, The decision for granting andior continuing the assistance will rest solely
with the Trusiess of Koshika Foundation, and their dacsion is this rogard will Do final and acceptable to me
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AGREEMENT by HOSPITAL (rayms g0 Wit)

By affong herounder, signature of our Authonised Signatory for recoemending this casedpatient for fnancial assistance from Koshiks Foundation, we
(Hospital) hareby affirm & accept following:

1) that we neither are prosendy not will i future avail of financial assistance from anothar NGO of any other source, for the same paienl/case, as we are
requasting 1o get from Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation, M the requested assstance i not pranied
by Koshika Foundation, in part or in full, thea the Hospital resarves it's fight 1o make up the shortiall froen another NGO or any other source. This
confiemation essentially states that the Hospital will not avall any dupbcate assistance for the same patienticase fom any other NGO of amy other source.
2) Tho assistance from Koshia Foundation is only faancial in nature. The cholce of the treatment/procedure advisadiconducted by the Hospilal on the
patent, is based on the smangement between the patient & the Hospltal, and is in no way influenced by Koahika Foundation. Hance, the Hosptal wil
assume sole 8 complete responsibiity of the treatment & it's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibisty
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