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2) 1 sclemnly confiem (hat assistance, f received from Koshiks Foundation. will be used ooly for the "Durposa”, 88 stated in this Form, Sor which such assistance

was requested by me.

3) I hecaby confim that | have not & witl not in future, avall of remSursement, in part o In Uk, from amy other soarmelemgioyerinsuarance company, of the amount
for which this assistance % requested
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AGREEMENT by APPLICANT ({sice 510 %00)

1) By aflixing my signature or Bumbd Impeassion on s Form, | (Applicant) hacoby agroe & authorise Koshika Foundation and i's Trustees 1o
usa‘publish/pul Lgvreproduce my name, address, photo & detals of the “purpase”, for which such assatance is requesied/granted, through any
madium, ndudng but not kmited 1o verdal, peint, electronic, for scliating donations for Koshika Foundation andior disseminating informason about It's
actvities/achievements, Such use of my phota & detalls can be made by Koshixa Foundaion before or after my freatment or Riliment of the “purpose”
for which assistance s being requested.

2) 1 (Appicant) lurther agrea thal any such wuse of my name, address, photo & detalis of o "purpose”, for which such assistance 1 requesiedigranied,
will nol automatically entitie me for receiving of conltinuing the said assistance. The decision for granting andlor continuing the assistance will rest solofy
with the Trustees of Koshika Foundation, and iheir decision it this regard will be final and acceptable 1 me
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AGREEMENT by HOSPITAL (wesmar g wt)

By affoong hereunder, signature of our Aulhonised Sgnutary far recommanding (s casapatiant for Snancial assistance from Koshika Foundation, we
(Hospital) heroby affimn & sccept foliowing:

1) that we noithor are prosently nor will in future avall of francial assistance from another NGO or any oer source, for e same patient/case, a8 we are
requesting %0 get from Koshika Foundabion, 1o the axtent that such assistance in geanted by Koshsia Foundation, If the requasied assistance 15 not granted
by Koshika Founcation, in part or in ful, then the Hospaal resedves (1's right 10 make up the shoetiadl rom ancther NGO or any other soorce. This
confirmaticn states that the Hospas!l wiil not avall any duplcato assstance for the same pationticase feom any other NGO of any other source.
2) Tho assstance from Koshika Foundaton 1s only financial in nature. Thi choice of the treatment/procedure advisediconducied by the Hospital on the
patient, is based on the arangement batwesn the patient & the Hospdal, and is in nd way nfiuenced by Koshika Foundation. Hence, the Hospial wil
assume sole & complete respansibiity of the treatmeont & it's oulcome & salety of the patient, snd Koahiks Foundalion will have no 10le Of Nesponsdiity
in the matter,

vt wfowy, veawd ¥ st @y W S wfen s o fifee sees By e o wE § A vm () B e § e wer v b

1) W f 3 8@ winm ol 3 @ o 7 fufire soen S A wood e @ Pl s s 3 T Dt F 0 e @ o f, 83 e el Ceee TR
# fosfnded 39 # wn f “wifnt areda® oo weg oy 0 B SR CsEm st ou woen el sfweon B v o few we € @ e
ol s & el Wee w fealt s EEea @ eee 8w afos ien vom b e R © e wn e | i e i s e e oy fend
& vt e W o amn wey § aft b

2 “wfew wrdoe” 4 vf weem Y flw s W R W v g O ol s @ el ot aveusiien R g DR oY v

W e wr Sevy § shr “wife wEtTE" B il wear w e con o reted woss o Of ¥ e Tom s W e =l Prtod oF of e

o wh e Cwitrw” W S e @ fedod ot ot ol

RECOMMENDED FOR ACCEPTENCE
vt W ferg wegfy
Date of Surgery
shir ) - JOSHI
oo (Name, Designat

2""'"8 0 <9 ol - 131, Shaioo hebalf of Hospitalal Avea,

] FR of Aros P RO S 7

A WW SRAE T

SIGNATURE of TRUSTEE 2




