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2) I solemnly confirm that assistance, # received from Koshika Foundation, will be used only for !he “purpose”, 8s stated in this Form, for which such assistance

was requesied by me.

3) | hateby confirm that | haye not & will not in future, availl of reimbursamaent, in part or in full, from aery other source/empicyecinsumance company, of the
for which I 8s881anCo 1 requested
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AGREEMENT by APPLICANT ( sios g wa0)

1) By athong my sighature of thumb imgeassion on this Foem, | (Applicant) hereby agree & avihorise Koshika Foundation and It's Trussees 10
usolpubishiput-upireproduce my name, address, photo & delails of the “purpose”, for which such assistance is roquestodigranied, through any
madium, inchuding bt nat mited to vertal, print, electronic, for soiciting donations for Kostiua Foundation and/or cissaminating information about It's
activities/achiovements. Such use of my photo & details can be made by Koshica Foundation before or after my treatment or fulfiment of the “purpose”
for which assistacce 3 being requested.

2) | (Applicant) further agree that any such use of my name, adcress, pholo & detalls of the “purpose”, for which such assstance is requestedigranied,
will not sulomaticaly engtie ma for recedving or confinging the said assistance. The decision for grantiag andior conlinuing Ihe assistance will rest solely
with the Trustees of Koshika Foundation, and thair decision is this regard wil be fnal and acceptable 1o me.
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AGREEMENT by HOSPITAL (wesmm
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By affuing herounder, signature of cur Authorised Sigratory for recommending this case/patient for financial assistance from Koshika Foundabon, we
(Hospital) heredy affirm & occept foliowing

1) that wo nether are presontly noe will in future avai of financaal assistance from another NGO of any other source, for the same patienlicase, as we are
requesting to got from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation. If the requesied assistance is not granted
ty Koshika Foundasion, in part or in full, then the Hospital reserves s right 1o make up the shortfall from another NGO of any other source. This
confirmation essonsially states that the Hospital will not svad any dughicate assistance for the same patienticase from any othar NGO ot any other source.
2) The assistance from Koshika Foundabion is only financad in nature. Tha choice of the treatment/procedure advisaaiconduciad by the Hospital on e
patient, is based on the amrangement between the patient 5 the Hospital, and la in no way influenced by Koshika Foundation. Heece, the Hospital wil
assume solo & complete responsibiity of the treatment & X's oulcome & safety of the pabent, and Koshika Foundation wil have no role or responsiblitty
in the matter,
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