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1) By affiming my wignature or thumb impression on s Form, | (Appicant) hereby agreo & authorise Koshika Foundalion and £y Truslees o
use/publishiput-up/reproduce my name, address, photo & delails of the *purposs”, for which such assistance Is requestedigranted, through any
medium, inciuding but not Bmiled 1o vertal, print, electronic, for soliciting donations for Keshika Foundation and/or disseminating information about it's
acivities/achievements. Such use of my photo & details can be made by Koshika Foundation bafors or sfter my traatmaont or fulliment of the *purpose”
for which assistance is being requesiad.
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AGREEMENT by HOSPITAL (womm Tm %)

By aflixing hareunder, lure of our Authorised Signalory for recommanding this case/patlent for financial assistance from Koshiks Foundation, we
{Hospital) herety affirm & accept follawing:

1) thal we nedher are presently nor will in future avall of fingncial assistance from another NGO or othat sourca, for the same patient/'cass, a8 we &fe
requesting 1o gel from Keshika Foundation, to the extent that such assistance is granted by Koshika Foundation. I the requested assistance is not granted
by Koshiks Foundation, i part or in full, then the Hospltal reserves it's right to make up the shortfall from anathor NGO or any other solrce. This
confirmution essentlally states that the Hospital will not avall any duplicats assistance for the same patient/case from sny other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reaimentiprocedure sdvised/conducted by ihe Hoapial on the
patient, is based on the arrangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, ihe Hospital wil
assume sole & comgiets responsibility of the treatment & i's outoome & safety of the patient, and Koshiks Foundation will have no role or responsibifity
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