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2) | sclemnly confirm that sssistance, f recaived from Koshika Foundation, will be used only for the *purposs”, as statd in his Form, for which such nesistince
was requested by me
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1) By afling my signature or thumb impression on this Form, | (Applicant) hereby agreo & authorise Koshike Foundation and i's Trusioes 1o
usepublish/put-upireproduce my name, address, pholo & detsits of the “purpose”, for which such assistance ls requested/granted, through any
medium, including but not limited (o verbal, print, slsctronie, for soliciling donations lor Koshika Foundation andiar dissaminating information sbout s

acivities‘achievements. Such use of my pholo & detalls can be made by Koshika FoundaBon before or after my treatment or fulfiiment of the “purpose”
o wihich assistance is being requesied,

2) | [Applicant) further agros that any such use of my name, sddress, photo & delails of the "purpose”, lor which such assstance s requestedigranied,
will not sutomatically entilie ms for receiving or continuing the said assistance. The decision for granting andior confinuing the assistance will rest solaly
wilh the Trusiees of Koshika Foundation, and thelr decision |s this regard will be final and acceptable to me,

1) W W W AR v w sl wh wr e, f (smbew) sl i 9 gRe wen o i wrten ol vl i " w s wen g o
v, W sl | fewm o owm A vl §, W@ e e sl e @t gt e ofiieled s aeefend ¥ e Tl @ wam o

W waftn w5 € fom s St v ow feaw 4t e o o W o | wod ¥ T s sl o sl s 4

2) & (swtew) wo we W e o W e, e, o ol e o T e o kel @ wifthe § R e woen w1 owwer ol wem e owly |

“wifw~ ww e el W Py sl she waewh o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
e € TR W ; = e

AGREEMENT by HOSPITAL (o gm wot)
By offixing hersunder, signature of our Authorised Signatory for recommanding this casafpalient lor financial asslstance from Koshika Foundation, we
{Hospital) hereby affimm & accepl following:
1) thal we nsither are presently nor will in fulure aveil of Snancial assistance from anather NGO or othar source, Tor the same patient/case, os e ane
reguesling o gel from Koshika Foundation, (o the extent thal such assistance is granted by Hoshika Foundation. If the requested assistance is nol granted
by Koshika Foundafion, in part of in full, then the Hospital reserves s right to make up the shortiall from snathar NGO or any olher sourcs, This
confirmation essantially states that the Hospital will nol avall any duplicste assistance for the same patient/case from any other NGO or any othar source.
2) Tha assistance from Koshika Foundation is only financial in natuse, The choice of the treatmentiprocedurs advised/conducted by the Hospital on the
patiant, is based on the arangement betesen the patlent & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

assuma sole & complsts responsibiity of ihe treatment & it's oulcome & safety of the patienl, and Koshile Foundation will have no rolo or responsibility
in the matiar
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