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11By affrxrng my signature or thumb rmpressron on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees tc

use/publish/put-up/reproduce my nanre, address photo & details of the "purpose", for whjch such assistance is requested/granted, through any

medium, including but not lrmited to verbal, prnt. electronic, for soliciting donattons for Koshika Foundation and/or disseminating informatron aDout rt s
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for which assistance is being requested.
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AGREEMENT by HO$PITAL (wnrf, ERr {fi)
By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient 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 assrstance from another NGO or any other source for the same patienticase, as we are
requesting to get irom Koshika Foundatron. to the extent thai suoh assistance rs granted by Koshika Foundation. lI the requested assistance is not granted
by Koshika Foundatron, in part or rn fuli, then lhe Hosprlal reserves ii s flghl tc make up the shortfall from another NGO or any other source, Thrs

conFirmation essentially states lhat the Hospilal wrlj not avarl any duplicale assrstance for the same patientlcase from any other NGO or any other source.

patient, is based on the arrangen)enl between ilre patrent & ihe llospital, and is rn no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & conrplete responsibrlity of the treatment & ii s outcome & safety of the patrent, and Koshika Foundation will have no role or responsibility
in the rnatter
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