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2)  solemnly confirm that assistance. ¥ received from Koshika Foundation, will be usad only for the “purpose”. as statod in this Form for which such

was roquestod by mo

3) | hecaby confiem thae § have not & will not in future, svall of reimbursement, in part or in full, froen any other source/smployerfimsuranca compary, of the
for which this assistance & reQuested.
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1) By affing my signatura of thumb mprossion on this Form, | (Applicant) hereby agree & authornse Koshika Foundation and s Trustees 1o
use/publahiput-upireprocuce my name, 8ddross, choto & detals of the “purpose”, for which such assistance s requestedigranted, Bwough any
medum, including but rot limited 1o vertal, print, electronic, for soliciting donations for Kashila Foundation and/or disseminating information about it's
aclivies/achiovemnents. Such use of my pholo & detalis can be made by Koshika Foundation before or afier my treatment or fulfiiment of the “purpose’
for which assistance is being requested.

2) | {Applicant) further agree that amy such use of my name, address, photo & detals of the “purpose”, for which such assistance is roguestodigranted,
will not autcenatically eedifio me for recaiving or continuing the said assistance. The docison for granting andior continuing the assistance will rest sololy
with the Trustess of Koshika Foundaton, and their decision is this regard will be finsl and acceplatie 1o me.
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AGREEMENT by HOSPITAL (wisms oy wot)

By aflixing herounder, of cor Authorised Signatory for recommending this case/patient for financial assistance from Xoshika Foundation, we
(Hospital) heroby affirm & accept foflowing:

1) that we nesther are peesantly nor will in future aval of financial assistance from another NGO of any other scurce, for the same patient/case, as we are
requasting to get froem Koahika Foundasion, o the sxdent that such assistance is granted by Koshita Foundation. if the requasied assistance is not granied
by Koshia Foundation, in part or in Al then the Hospital resorves s right 10 make up the shortfall from anather NGO or any other source. This
confrmation essentally states that the Hosptal will not avail any duplicate assistance for ihe same patienticase from any othar NGO or any other scurce.
2) The assistance from Koshika Foundation is only financial in nature. The cholco of the treatmentiprocodure advisod'conducted by tha Hospital on the
patient, iz basod on the amangement betwoen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compledo rospensDilty of the treatment & It's outcome & safaty of the patient, and Koshika Foundation will have no role or responsibilty
in tha matter.
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