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AGREEMENT by APPLICANT (s g 1)

1} By aMixing my sgnature or thumb Impreesion on this Form, | (Applicant) heraby agree & authonse Koshiks Foundation and it's Trusteas o
use/publishipul-up/feproduce my name., address, phalo & detalls of the "purpose”. for which such assistance is requested/granted, through any
medium, inciuging bul nal limited to verbal, peint, elocironic, for soficiting donations for Koshika Foundstion and/or disseminaling isformation about It's
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2} | {Applicant) further agres thal any such use of my name, adoress, pholo & details of the “purposs”. for which such ssisiance b requested/graniod,

will not automaticalty antifle me for recesving of continuing the said assstance. The decision for granting and/or continuing the assistance will rest solely
with 1hie Trustsss of Koshis Foundation. and their decision is this regard will be final and scceptabia 1o me.
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AGREEMENT by HOSPITAL (peme gm w01}

By alfixmg hereundar, snatund of our Authorised Signatory for recommanding this casaipatien) for fingncial asaistance from Koshika Foundabion, we
{Hospital) heraby affirm & accupl following:

1) that we nedher arm preasenty nor wil in future avall of financlal sssistance from another NGO o any other source, for he same patient/case, 85 we Bre
reguesting 1o got from Kashika Foundation, to the estent that such assistance |k gtanted by Koshika Foundation. If the requested assistance s not grantod
by Fashika Foundation, in part or n full, ihen the Hospital reserves ['s right 1o make up the shortfall from anather NGO or any other scuros. This
eonfinmation essentally siates that the Hospital will not avad any duplicate assistance for the same patient/case from any ofher NGO or any other source,
2) The ssastance from Koshika Foundafion is only financial in nature. The chaloe of the irestmentiprocedure adviandconducted by the Hospital on the
patienl. i based on the srmangoemant between he patient & the Hospital, and i in no way Influenced by Koehika Foundalion. Hences, the Hospital witl

assuma stla & complete responsility of the treatmant & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter
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