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2} ) solemnly confirm that assistance, # received from Koshika Foundation, will be used only for the “purpose”, 85 stated In this Foem, for whech such assistance

was requested by me.

3) | hecoby confirm that | have not & will nct in Auture, aval of reimbursement, In part or in S, from any other sourca/employatinsurance campany. of the amount
for which g assistance s requesiod
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AGREEMENT by APPLICANT (304c B0 %0

1) By affixing my sgnature of thumb impression on s Form, | (Applicant) hereby agree & suthorise Koshika Foundation and iY's Trustess 1o
use/pubishvput-upiroproduce my name, address, photo & detals of the “purpose”, for which such assistance is requested/grantad, through any
medium, inckading but not imited 1o verbal, print, eloctronic, for solicting donations for Koshika Foundation andlor disseminating information about if's
acuviies/achiovemonts. Such use of my photo & details can be made by Koshika Foundation before or after my ireatment or fuliment of the “purpose”
fof wiuch assisiarce 5 being roquested.

2) | (Applicant) further agree tat any such usa of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted,
will not aulomatically sntithe me fof recanving of conlinuing the said assistance. The docision for granting andior continuing the assistance will rest solely
with tha Trustees of Koshikn Foundation, and their decsion i tis regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (vemm oo M)

By afxing hareunder, signature of cur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, weo
(Hoapitad) hereby affem & accept following:

1) that we neither ase prasently nor will in future avall of financial assistance from another NGO or any other s0urce, for the same patienlcase, 33 we e
requesting 1o get from Koshita Foundation, 10 the extent that such assistance s granted by Koshia Foundation. If the requested assastance is not granied
by Koshika Foundation, in part or in full, then the Hospital reserves It's fight (o make up the shortfall from ancther NGO or any other source. This
confrmation statos that tho Mospital will not avail any duplicale assistance for the same patienticase from any other RGO or any other source.
2) The assistance from Koshika Foundabion is only financial in nature. The choice of the treatmentiprocedure advised/conducied by the Hospital cn the
patient. is based on ™o arangemont batween the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hance, the Hosplal will
2ssume solo & completo responsibliity of the reaiment & IU's autcome & safety of the patent, and Koshika Foundation will have no roka of responaibisty

in the matier.
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