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AGREEMENT by APPLICANT (swiew g0 ©01)

1) By affaing my signatire or thumb smpression on this Form, | (Appiicant) hereby agroe & outhorise Koshike Foundation and If's Trustees 1o
use/publishiput-upireproduce my name, address, phalo & detalls of the “purpose”, for which such assistance is requested/granted, through any
mecium, inciuding bul not linited o verbal, prin, slactranie, for soliciting donations for Koshika Foundallon and/or disseminating information abaut it's

actritios/achimvemants. Such use of my photo & dotails can be made by Koshika Foundation before or after my troatment or fulfiiment of the "purposs”
for which assisiancs is being requesied.

2) | (Apphecant) further agrea that ary auch use of my name, sddress, photo & datalls of the "purposs”, for which such assistancs s requestedigranted,
will not sutomatically entile me for receiving or continuing the said assistance. The decision for granting andior continuing the sssistance will rest solsly
with the Trusiees of Koshika Foundation, and thalr decision |s this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (v o9 %)

By affixing horeunder, sgnature of cur Authbrisad Sigrstory fof recommaending this case/patient lor financial assisiance from Koshika Foundalion, we
(Hespitad) hersby affirm & accept folowing:

1) thal wis nadther are presantly nor will in future seall of financial assistance from another NGO o any olber source, for the same paiienticase, os we s
requasting Lo gel from Koshika Foundation, io the extent that such assistance is granted by Koshila Foundation. I the requesied assistance is nol granied
by Koshika Foundation, in part or in full, than the Hospltal reserves it's righl io make up the shortfall from another NGO of any olher soiurcs, This
confirmation essentially states that ihe Hospltal will not avall any duplicate assistance for the same patient/cass from any olher NGO o any other source
2) Tha assintance from Kashika Foundation is only financial in nalure. The choica of the teatment/procsdurs advissd/conducied by the Hoepital on the
patient, is based on the arrangoement betwean the patlent & the Hospllal, and ks in no Influanced by Koshika Foundation. Hence, the Hospital wil

assuma solo & complats reaponalblity of the treatmant & s oulcoma & safety of the and Koshiks Foundation will have no mis or responsibility
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