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rejecson/canceiiation.
2) | solemndy confirm that assistance, If recolved from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance
was requested by me.
3) 1 hareby confinm that | have not & witl not in future, svail of reimbursement, in part or in Aull, from any other scurcelemployerfinsurance company, of the amourd
for which this sssistance i requested
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"AGREEMENT by APPLICANT (Sbw g0 w0t

1) By aflding my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustoes %o
usoipubishiput-upiropeoduce my name, address, phoio & etails of the “purpose”, for which such assistance s roquestedigranted, theough any
madium, inchuding but not imitod 10 warbal, print, elocironic, for soliciting donations for Koshika Foundation and/or disseminating information about It's
activitieafachievemants. Such use of my pholo & dotadis can bo made by Kashika Foundation befora or after my treatment or fulfdment of the “purpose”
for which assistance ks being rogquestod.

2) | (Apphicant) further agree that amy such use of my name, addeess, pholo & details of the “purpose”, for which such assistance is requestodigranted,
will not automatcaly onStie me for receiving of continuing the said assistance. The decision for granting and/or continuing the assistance will rest sololy
with the Trustees of Koshika Foundation, and iheir decision is this regard witl be final and acceptabile to me.
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AGREEMENT by HOSPITAL (wesmn ou wot)

By affxing heveunder, of our Authorised Signatory for recommending s case/pationt for financial assistance from Koshika Foundation, wo
(Hospital) horeby affem & accopt following:

1) that weo noither are prasently noe will in future avall of financial assistance from ancther NGO or any other sourca, for the same patienticase, 8 we aro
requesting 1o get from Koshika Foundation, to the exient Ihat such assistance is granted by Koshika Foundation. If the requested assistance &s not granted
by Koshika Foundation, in pad of in full, then the Hospital reserves it's right to make up the shoetfall from ancther NGO or any other source. This
confirmation essantally statos that the Hospital will not avail any duplicats assistance for the same patient/case from amy other NGO or any ofher source.
2) The assistance from Koshika Foundation is ondy financial in nature, The choice of the treatmantiprocedure advised/iconductod by the Hospital on the
patiert, is based on the arrangemant batwoen T patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hoapital will
assume sole & complele nesponaibilty of the treatment & it's outcome & safety of the patent, and Koshika Foundation wil have no role of responsitiity
in tho matter,
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