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2} | solemnly confirm thal assisiance, if received from Koshika Foundation, will be ased only for ihe *purpose”, as steted in this Form, for which such sssistance
waE requastod by me,
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AGREEMENT by APPLICANT (apass m %07

1) By affixing my signatura or thumb impression on this Form, | (Applicant) hareby agres & suthorise Koshilka Foundation and It's Trustess to
use/publishiput-upiraproduce my name, address, phato & details of the “purpose”, for which such assistance Is requestedigranted, threugh any
medium, including but not limited to verbal, print, electranic, for soliciting donations for Koshika Foundation andior disseminating informafion about Il's

acliviias/achisvamants. Sueh use of my photo & detalls can be madas by Koshika Foundation bafare or afier my trestment or fulfllment of the “purpose”
for which nssis{ance is being requested.
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with the Trustess of Koshika Foundation, and thair declsion |5 this regard will be final and scoeptable o me.
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AGREEMENT by HOSPITAL (Wimel B )
By sffixing hersunder, signature of our Autherised Signatory for recommeniding this case/patient tor financial assistance from Koshika Foundation, we
{Hosplal) haraby affirm & accept fallowing:
1) that wa neither are presently nor will in future avall of finenclsl assiglance from anolher NGO ar any othar eource, for the same patient’casa, as we arg
reguasting to get from Kishika Faundation, to the extent thal sieh assistanca is grantet by Koshika Foundation, If the raguested assistanca is nol granted
by Koshika Foundation; In part ar In full, then the Hospital reserves s righl io maka up the shartfall from anaiher NGO or any olher solrce, This
confimmation essentlally statos that tha Hospital will not avail sny duplicets sssistance for the same patienticass rom any other WG or 2ny othir sDUrce.
2) The assistanca from Koshika Foundation ks only financial In nafure, The cholce of the trestmentiprocedure advisadicanducied by the Hospital on the
paliznt, b hesed on the arangement betwean tha patisnt & the Hespitsl, and ks in no way influenced by Koghika Foundation, Hence, the Hospital will

assume sole & comgplats responsibiilty of the treatment & it's outcome & safaty of the patisnt, snd Keshike Foundation will gyt nai robe or responsibiity
in the mattar.
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