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2) 1 soleennly confiern thart assistance, If recened drom Koshia Foundetion, wil be wsed only for the “purpose”, s stated in this Form, for which such aasistence

was roquested by me.

3) | hareby confiem that | have not & will not in futre, aval of reimbursement, in part of in full, from any other sourceemployerinsurance company, of the amourd
for which this sssistance s requesiod.
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AGREEMENT by APPLICANT (snécs g %)

1) By afixing my signature or thumb knpression on s Form, | (Applicant) hersby agree & authonse Koshika Foundation and &'s Trustees to
uselpublish/put-upireproduce my name, address, pholo & detads of the “purpase”, for which such assistance is requestedigranted, through any
medium, inciudng but not limded 16 verbal, print, electronic, for soliciting dorations for Koshika Foundation andior dissominating information aboet i's
achivities/achievements. Such use of my photo & details can be made by Kosivka Foundation before o after my treatment or fufiment of the “purpose”
for which assistance is being requesied.

2) 1 (Applicant) further agree Bt any such usa of my name. address, photo & details of the “purpose”, for which such assistance is requesiec/graniod.
will not automatically entitie me for receiving of conlinumg the said assistance. The decision for granting anddor continuing the assistance will rest sclely
with the Trusiees of Koshika Foundation, and their decsion is this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (w¥sms DU Wor)

By alfixing herounder, signature of our Authorised Signalory for recommending this case/pasent for financial assistance from Koshita Foundation, we
{Mospital) horeby affirm & accept followng:

1) that wo neither are presently nor will In future avail of financial assistance from anothes NGO or any other source, for the same patienticase, s we are
requesting %0 get from Koshika Foundalion, 1o the extent that such assistance is granted by Koshika Foundabion. If the requesied assistance s not granted
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2) The assatance from Koshka Foundation (s onky financial in nature. The choice of the ireatment/Drocedure advised/conducied by the Hospital on the
patient, is based on the arrargement botween the pationt & the Hospaal. 8nd i In no way influenced by Koshika Foundation. Hence, the Hospital wit
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