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2) 1 sclemeiy confiem that assistance, £ received from Koshike Foundation, will be used only for the “purpose”, as staled in this Form, for whech such

was requesiod by me

3) 1 hereby confirm thal | have not & will nat in future, availl of reimbursement, in part o in 1ul, from any oher sourcainmpioyarinsurance company, of the
for which tha assastance is roguested.
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1) By affixng my signature of thumd impression on this Form, | (Applicant) heteby agree & suthorise Koshika Foundasion and if's Trustees fo
uso/publshiput-upiroproduce my name., address, photo & details of the ‘purpose”, for which such assistance is roquessed/granted, through any
medum, including but not fimted ta vorbal, pring, alectronic, for solicitng donations for Koshiks Foundation andior dissominating information about It's
activises/achievements. Such use of my pheta & delails can be made by Koshika Foundation beforo o after mry treatment or Rulliiment of the “purpose”
for which assstance & being requesied. g

2) | (Appiscant) further agree that any such use of my name, address, photo & dotads of the “purpose”, for which such assistance is requested'granted,
will net aulcenatically entiie me for receiving O contiesing the said assistance. The decision for granting andlor continuing the assistanco will rest sololy
with the Trustees of Koshika Foundation, and tholr docision is this regard will be final and acceptable io me.
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AGREEMENT by HOSPITAL (ewomer U1 &0)

By affodng hereunder, signature of our Authorisad Signatory for recommending this casafpatient for financal assistance from Koshika Foendation, we
(Hospital) hereby offirm & accept following:

1) that we neiher are presently nor wit in future avail of financial assistance from another NGO or any ofher source, for the same patienticase, as we are
requesting to get fram Koshika Foundation, to the exient that such assistance Is granted by Koshika Foundation. If the roquesied assistance is not granted
by Koshika Foundation, in part of b full, Ben the Hoapital reserves I's right o make up the sheefall from anothor NGO o any other source. This
confimmation essentialy states that the Hospital will not avar any dupicate assistance for the same patienticass from any other NGO or any other source.
2) The assistance from Koshika Foundason is only financial i nature. The chaice of the Featmentiprocedure advisediconductod by the Hospital on the
patient, is bosed on the arangement between o pationt & the Hospital, and is in no way influenced by Koshira Foundation. Hence, the Hospial wil
assume solo & complete responsidity of the treatment & &'s outcome & salety of the patient, and Koshika Foundation will ave no role of resposdility

n the maller.
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