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2) | solemnly confrm that assistance, # received from Koshika Foundation, will be used only for the “purpose”, a4 stated in this Form, for which such assistance

wis raquested by ma,

3) i horoby confirm that | have not & wil not in Suture, avall of reimbursement, in part or i full, from ary other scurce/employerfinsurance company, of the
for which this assistance i requesied
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AGREEMENT by APPLICANT (snice 0 Wat)

1) By affiong my signature of thumb impression on this Form, | (Applicant) haseby agree & authorse Koshika Foundation and it's Trustees to
usol/pubishipul-upireproduce my name, address, photo & celais of the “purpose”, for which such assistance is requesiedigranied, through any
medium, inchuding but not lmited to verbal, print, electronic, for soiciting donations for Koghika Foundation andior disseminating information about it's
activiies/achievements. Such use of my photo & delads can bo mado by Koshika Foundation before or after my treatment of fulfiliment of the “purpose”
for which assistance s beng requesied.

2) | (Applicant) further agree that any such use of my name, address, pholo & detads of the “purpose”, for which such assistance is requestedigranted,
will not sutcenatically entitie me for recehving or confinuing the said assistance, The decision for granting andior continuing the assistance wil rest solety
with the Trustees of Koshika Foundation, and thair docision s this regard will be final and acceplable 1o me.
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AGREEMENT by HOSPITAL (wesme g0 *01)

By alfoing hareunder, signature of our Authorised Signatory for recommending this case/patent for financial assistance from Koshiks Foundation, we
(Hospital) heroby affirm & accept following:

1) that we noithor are presently nor wil in future avail of inancial assistance from another NGO or any other source, fos the same patient/case, as we aro
requesting %o get from Koshika Foundation, 10 the exten! that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshikn Foundation, in part o¢ in full, then the Hospital reserves it's right 10 make up the shortfall irom anothar NGO or any other sowrce This
confirmation essentially states that the Hospaal will not avail any duplicate assistance for the same patiecticase from any cthor NGO or any other source.
2) The assistance from Koshka Foundation is oody financial in nature. The choice of the trestment/procedire advisad/conduciod by the Hospital on the
patient, Is based on the arrangemeant batween the patient & the Hosptal, and & in no wary nfluenced by Keshika Foundation. Hence, the Hospai wil
255ume soie & complete responsidbilty of the treatment & if's outcome & safety of the pasient, and Koshika Foundation will have no role of responsibiity
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