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1) By aifrxing my signature or thumb impression on this Form. I (Applicant) hereby agree & authonse Koshika Foundation and it's Trustees to

use/pubhsh/put-up/reproduce my name address, photo & details of the "purpose", for which such assistance is requested/granted, through any
medrum including but not limited to verbal, print, electronrc. for soliciting donations for Koshika Foundation and/or disseminating information about
activities/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assrstance is berng requested.

2) (Appiicant) Further agree that any sr:ch r.rse of my name, address, photo & details o[ the "purpose", for which such assistance is requested/granted,

with lhe Trustees of Koshika Foundation and their decisron is lhrs regard will be final and acceptable to nte.

r) {q vqz c{ 3Tc{ ERrm qr 3i.,re qi EFI dr[r[I, { tslr+{6'1 slq-fr qrqfd +i gfu aror (q'oiRmr.fiT-SgrII oil( s1rd:qr$dt " 6i s{frr{a arn {to ftr en
q-dr,$tioirqrFq{qwvc-d{dtE(+,TC'qlfrr+l"qq;q,si,<ri,qFr;ilrqr(HtE(trqtW'rfcfqnr+*rsrdf"rdi+HffiSysnqqq

t rsTRf, +-(i ;F fdc qpa{"d *r tt vqe qT fuq{q it {f,rq + qcd cr Erq i 6fi + fts "niRrn rnrr$m" q qrd einrcn tr

z) { (s{r+ffi) $s Erd t s6cn {f+. fti rc,.rdr,.F}A dR f{s{q d t+'vrrqf,r + r{M t $Fif, t gf EiT: ntprf,r 6r ro-+r rfr q-{rfl1 {g sqq {
"+iftrslil c-ql Ts-+ <rMl' qr Fidq i'ikq Cn qTt++rfr Eirnr

it's

AGREEMENT by HOSPITAL (rsrdrf, ERr 6,{R)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcaserps we are
requesting to get from Koshika Foundation, to the extent ihat such assistance is granted by Koshika Foundation. lf the requested assistance is'not granted
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right lo make up the shortfall kom another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & cornplete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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