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1) By affixing my signature or thumb impression on this Form, | [Agolicant) hereby agree & suthorise Koshika Foundalion and it's Trustess 1o
usa/publiah/pul-upireproduce my name, sddmees, phaolo & details of the “purpose”, for which such asalstance is requanied/grantod, hrough any
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1) TR 9T W AR yemer w simd o) wr vewer, @ (obew) seolt i ) g won f o “sifre wrdte ol okt sl * owd s won o P i e,
um, witd sl = fewre oy o i &, o ol o sl oy, wenm gt ot o oft e sl Tl @ frd fell o e

# yoftn wed % B oo §) St ove w e g e w e 2w fg i el w R wfiee

2) 4 (wpies) oW # wpw { s dn Tm, =, o) o fee o e s ¥ gt @ e § SR = wew = o o e e sl E
“wifre” vy awe i w Pl s sl wemd o

APPLICANT'S SIGNATURE OR LEFT THUMB BMPFRESSION :

m‘&f”m
..__m_‘

Nl "i_

AGREEMENT by HOSPITAL (s o0 %ut)

By affiming hereonder, signature of our Authorised Signatory for ecommending Ihis case/patient for financial sssistance from Kosheka Foundation, we
(Hospital) heraby affirm & accapl followng:

1) thist we nelther are prasently nor will in future avall of financlal assistance rom anotfer NGO or any other source, lor the same patient/case, as we are
requesiing o get from Koshika Foundation, 1o the extent thal such assistance is granted by Koshiks Foundation. If the requestod assistenoe is not granted
by Koshika Foundation, in part or in full, then thie Hospital reserves ['s right 1o make up the shortfall from another NGO or any other soutce. This
confirmation essentizlly states thisl the Hospital will not avedl any duplicate sssistance for the same patisnt/case from any other NGO o any other sourcs.
2} The assistance from Koshika Foundation is only finencial in natute. The choice of the treatmentiprocedure advisad/conducied by the Hospital on the
patient. is based on the arrangement betwesn the patient & the Hospital, and is in no way influsncad by Koshika Foundation. Hence. the Hospital will
sssume sole & complels responsibility of the treatmant & [{'s outcome & salety of the patient. and Koshika Foundation will have no role or responaiility
in the mattes
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