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1) By affixing my signature or thumb impression on Ihis Fom, | (Applicant) heraby agree & authorisa Hoshika Foungation and It's Tnistees 1o _\
use/publishiput-upireproducs my name, addross, photo & of the "purpose”, for which such assistance s requestadiaranted, Ihrough any
medium, including but not limiled 1o verbal, print, electronic, for soliciting donations for Koshikg Foundation andiar disseminating information about it's
activities{achisvements. Such use of my phoio & detalls can be mads by Koshika Foundatien befare or after my teastment o fulfiment of the ‘purposa”
for which assistancs ig baing requested.

2} 1 (Applicant) furthar agred that any such use of My name. sddress, photo & details of the "purpose”, for which such assisiance s requestedigrantad,
will not automatically entitls me for receiving oe continuing the said aspistanca. The decizion for granting andfor cantinuing the assislance will rest solaly
wilh the Trusteas ummhrhaFoumim.wumrdum Is this regard will be final and acceptabie o me

AGREEMENT by HOSPITAL {wemer g 0 )

By affizing hereunder, signature of aye Autharised Signatary for recammanding this case/patient for financial assistance from Koshika Foundation, we
[Hospital) heredy affirm & accept fallowing:

11 thal we neither gre progently nor will in future svaii of financial sesistance from snother NGO or any other source for the same patlent/case, as we are

(]
cafifirmation astentially states that fhe Hosgital will not svall any duplicate assistance for (he same palient/cass from any other NGO or any ather sourcs,
2} The assistance from Koshika Foundation s only financial in nalute. The tholee of the Ireatmentiprocedure advised/conductad by the Hogpilal on the
Patient, is based on the ArEngemant between the patient & the Hogpital, and ts in ng way influencad by Koshikg Foundation. Hence, tha Hospilat will

Bs5UMe sola & complete responsibility of the treatment & it's outcome & safety of the patient, ang Koshiks Foundation will have no rols or responsibiliy
in the matter.
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