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1} By affxing my signature or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and It's Trustees to
usa/publish/put-uplireproduce my name, address, pholo & dataila of the “purpase’, for which such asaistance i requesiedigranied, through any
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AGREEMENT by HOSPITAL (Ve o0 %)
By affixing hereundar, ssgnature of our Authorised Signatory for recommending this case/patisnt for financlal assistance from Koshika Foundation, we
(Hospital) hereby affirm & acoepl following:
1) ™al we nelther ane presently nor will in future svail of financiel ass|stance from another NGO or any otfer source, for the same palient/case, as we are
raquasting 1o gal from Hoshika Foundation, o the exient that such assistance is granted by Koshika Foundation. If the requestod sssistancs is not granted
by Koahika Foundation, in part or in full, then the Hospital reserves (l's ight to make up the shorttall from ancther NGO or any other source. This
confirmation sssandally states thal the Hospital will not avail any duplicate sssistance for the same patienticasa from amy ofhar NGO of any other source
2} Tha sssistance from Moshika Foundation s ondy financial in nature. The chaice of the treatment/procedure advisediconductad by the Hospital on the
patiant, is based on the srrangament batwasn the patient & the Hospital, and is in no way influsnced by Koshikn Foundation. Hence, the Hosplial will

sssume sole & complete responsibiity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will heve ro role or responsibility
In the matter
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