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2) 1 solemndy confem that assistance, i recelved from Koshika Foundation, will be usad onfy for the "purpose”, as stated in tis Form, for which such assistance

was requesiod by me.

3) | heredy confirm Bt | have not & will not in future, avall of reimbursement, in part o in 1ull. fom anry other source/empioyerfinsrance compary, of the amount)
for which this assistance is roquested,
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AGREEMENT by APPLICANT ( s74%s U %00)

1) By affixng fmy signasure or thumb impression on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and It's Trusioes to
usaipublshiput-upirepeoduce my name, address, photo & details of the “purpose”, for which such assistance is requostedigranied, theough any
medium, including but not leviod % verbal, print, electronic, for soliciling donations for Koshika Foundation andior disseminaling information adout K's
activisss/achiovements. Such use of my phalo & detals can be made by Koshika Foundation bafore of afier my treatmont or fulfitmant of ihe “purpose”
for which assistance &3 being reguested

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigronted,
will not automalically entitie me for recaiving or continuing the sa¢ assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustoes of Kashika Foundation, and their decision is this regard wil be final and acceptable to me.
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AGREEMENT by HOSPITAL (wssmet QU wUt)

By affixing hereunder, signature of our Authansad Signatory for recommending this case/patient for Snancial assistance from Koshika Foundation, we

(Hospital) hereby affiem & accept following:
1) that we neither are presently nar will in future avail of fimancial assistance from another NGO or any ofher source, for the same pasienticase, &S we are

regquesting 10 get from Koshika Foundation, 1o 1he extent Ihat such sssistance is granted by Koshika Foundation, i the requested assistance i not granted
by Koshika Foundation. in par or in A8, then the Hospial reserves It's fight 10 make up the short!ad from ancther NGO or any other source. This
confirmation assentially states that the Hospital will not avall any duphcato assistance for the same patienticase from any othet NGO or aery othec source
2) The assistance from Koshika Foundation s only fnancial in nature. The choice of the treatmentiprocedure advised/conducted by the Hospital on the
patien, is based on the amangamant between the patierd & the Hosptal, and & in no way influenced by Koshika Foundation. Hance, the Hospial wil
assume sole & complete responsibiity of the treatment & ir's oulcome & safety of the pabent, and Koshika Foundation will have no role of responsibity

n the matier.
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