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Eable for rejectionicanceliption,

2} | solemnly confinm that assistance, If received from Koshixa Poundation, will be used only for e “purpase”, as stated in thin Foem, for whach such sssistance

was

requested by me.
3} | hersby confiem that | have not & will not in fture, aval of reimbursement, in part of in A4, from any other sourcalamployetinsurance caenpany, of the amournt
for which this assistance is requastod
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AGREEMENT by APPLICANT ( sdws o0 wm1)

1) By afficing my signature or humb impresson on this Form, | (Appicant) hareby agree & auhonse Koshiks Foundation and it's Trusiees 1o
usepublshiput-upireproduce my name, address, phols & delails of the “purpose”, for which such assistiance is requestedigranted, theough any
medum, including but not lended 0 verbel, prnt, electron, for solciting donalions for Koshika Foundation andior disseminating information adout t's
Dcihviles/actnoverants. Such use of my pholo & detals can be made by Koshika Foundation before or afler my treatment or fulfilnent of the “purpose”
for which assisiance & baing requasied,

2)1 (Appiicant) further agree that any such use of my name, nodress, photo & dotads of the “purpose”, for which such assistance is requesiedigranted,
wili not automatically entie me for receiving of Contnuing e 5aid assistance, The decision for grantng andior contmung the assistance wil rest solaly
with the Trustees of Kosheka Foundasion, and thoir decision 15 this rogard wil be final and acceptadia 1o me
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AGREEMENT by HOSPITAL (yes gu wot)

By affxing hareurdor, signature of our Authonsed Signatory lor reccenmendng this casa/patient for Eaancial assistance kom Koshika Foundation, we
{Hospitai) horeby uffirm & accept foliowing:

1) that we neither are preseniy nor will in futwre avall of fnancial assistance from ancthor NGO or any osher source, for the samo patient/case, as we a%e
fequesting 1o gat from Koshika Foundation, 1o the extent that such assistance o granded by Koshika Foundesion, ¥ the requusted assistance is pot pranted
by Koahika Founcation, in pan oc in N, then the Hospdal resarves it's right 1o myke up the shortfad frum another NGO or any other scurce. This
confirmation statos that the Hospatal witl not svall any duplcate assistance for the same patienticase from any othar NGO o¢ any other source.
2) The assistance from Keshika Foundation |s only Snancial in nature, The choice of the treatment/procedure advisediconducted by the Mospital on the
patient, Is based on the arangemen! between the patient 4 the Hospital, and is In no way influenced by Koshika Foundation. Heace, the Hospaal wil
assume sole & complole responsity of the treptment & it's oulcome & safety of Ihe pabert, 8nd Koshika Foundalion will have no role of responseity
In the matter,
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