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1) By affiming my signature or thum® impression on this Form, | (Appiicant) hereby agroe & authorise Koshika Foundation and its Trusiess lo
use/publish/pul-up/reproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requesied/granted, through any
mecium, Inclusing but not Emited 1o varbal, print, electronle, lor soliciing donations for Koshika Foundation and/or disseminaling nfarmation about if's
actvities/achievoments. Such use of my photo 8 details can bo made by Kashiks Foundation before or after my treatment of lfliment of the *purposs’
for which assistance & being requesied.

2) | {Apphcant) furiher agrea that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance is rquosted/granted,
will not automaticalty entitie me for receiving or confinuing the sald assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision Is this regard will be final and acceptable to me.

1) T W W ey W s o ur eeer, F (swies) arel wefi o wRe won o o “wifiee watbes ol e ade " ow s wom o fix e
i, Wi s @ fos v v A difes 8, S Cwiieet v e, oF, o ot ot d o ikl s aeeiend @ B e o e we

% warftn wrd % fom sfiegn &1 3t vy w fee 4t pe F o W W 4w ¥ i i el v el wfep b

2) & (ombow) ww wn # we o T dmowm, w wd ol P ot e werenr o weked S mikhe & i v weres W wwor ol e g el o

" ™ vy wmek e o fedy e she el fw

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
wrw ¥ W W SR W e

e AGREEMENT by HOSPITAL (vwms pu wuv)

By affining hemunder, signaluie of our Authorisad Signalory for recommanding this casefpatient lor financial assistance from Keshika Foundation, we
(Hospital) hereby affim & accept loBowing:

1) thal we neithar sve presantly nos will in fulure avall of fnancial assluslancs fom anolher NGO or any other source, for the sama. patientcass, Bs we are
requesting o get from Koshika Foundation, 1o ihe axtant thal such sssistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundsson, in part or in full, then the Hospltal reserves it's right to mike up the shortfall from anather NGO or any other source. This
confirmaton essentially states thal the Hospital will not avall any duplicate assistance for the same patlent'case from any other NGO or any other source.
2) Thin assistance from Koshika Foundetion is only financal in palure. The cholce of the trealmenlprocedure advisediconduciad by the Hospital on the
patient, i bassd on the arangement betwesn the patient & the Hospital. and i in no way influenced by Koatilka Foundalion. Hance, the Hospétal will
assuma solo & complata raponsibiily of the treatment & 's outoome & salety of the patent, end Koshike Foundation will have no role or responsitdity
in the mattar.
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