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rejecton/cancollation,

2) | solernndy confirm that assistance, If recetved from Koshia Foundation, will be usad only for the "purpose”, as stated in this Foem, for which sioch 3ssistance

was requesied by me

3) 1 heroby confiemn that | have not & will not in future, avadl of reenbursement, in part or in full, froen any other sourcalamployerinsurance company, of the amount
for which this assistance Is reguested
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AGREEMENT by APPLICANT (smics Do %1%)

1) By affiong my signature of thurmd impeession on #us Form, | (Applicant) herety agreo & authonse Koshika Foundasion and it's Trustees 10
use/putishvipul-upireproduce my name, address, photo & details of the ‘purpose”. for which such assistance (s requestedigranted, through any
medium, including but not imited to verbal, peint, electronic, for sclicing donations for Koshios Foundation and/or disseminating information about It's
achvities/achisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”
for which assistance is Deing requested.

2) | (Applcant) further agree that any such use of my name, address, photo & datails of the "purpose”, for which such assistance is requestedigranied,
wit not automatically entitle me for recedving or continuing the saxd assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thew detision is this cegard will be final and accoptabie %o me.
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AGREEMENT by HOSPITAL (yrew® 50 wev)

By afixing hereunder, sgnature of our Authorised Signadory for recommending this casapatient for financial assistance from Koshika Foundation, we
(Hospital) hesaby affem & accept foliowing:

1) that we neithes ace presently nor will in fulure avail of financial assistance from anciher NGO or any other sowrce, for the same patienUcase, as we are
requesting 1o gat from Koshika Foundation, 10 the exient Ihat such assistance s granted by Koshika Foundation. if the roguested assistance is not grantad
by Koshwka Foundation, in part or in full, then the Hospital reserves it's dght (0 make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundabion is only fnancial in nature, The choce of the treatmentiprocedure advised/conducted by the Hospital on the
potient, is based on the arangemant betwoen the patient & the Hospdal, and it in no way influenced by Koshika Foundation. Hence, the Mospital will
sssume sole & complele responsibiity of the treatment 8 it's outcome & safety of Ihe patenl, and Koshika Foundation will hiwve no role o¢ responsibiity
in the matter,
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