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1) By affixing my signalure of thumb impression on this Form, | (Apphcant) hersby agree & authatiss Koshika Foundatlon and it's Trusless lo
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted, Ntough any
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AGREEMENT by HOSPITAL (wowm ma wot)

By affixing hereunder, signature of our Authorised Signatory for recommanding this caseipatient for financial assistance from Koshika Foundation, we
(Hospital) hereby sfirm & accep! following:

1) thal we nelther are presently nor will in future avall of Bnanclal sssistance from ancther NGO or any ofher source, for the same palientcose, os we are
reguasting to pet from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requested assisiancs s not graniad
by Koshika Foundation, in part or ln full, then the Hosplial reserves I's right to make up the shorifall from another NGO or any olher source, This
conflimmation essentially states thal the Hospital will nol avall any duplicate assistance for the same patient/cass lrom any othes NGO or any other source.
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