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1) By affixing my signalure or thumb impression on this Form, | (Applicant) hereby agred & authorise Koshika Foundation and It's Trusioes 1o
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medwm, including bul nat imited 1o verbal, prinl, elecironic, for soliciting donations for Koshika Foundation and/or dissaminating information about s

ectivitieslanhisvements. Such use of my photo & detalis can be mads by Koshiks Foundation before or after my reatment or fuifiiment of the “purpose”
for which assistance s being requested.

2} | [Applicant) further agrea that any such usa of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted,
will not autnmatically entile me Tor receiving or continuing the said assistance. The deciston for granting andior cantinuing the aesistance will rest solely
with the Truslees of Koshika Foundation, and theil decision is this regard will be final #nd aoceplable o me.

1) T8 W W ATH T W A W e, § (smies) s ety w) o s o @ Cetee et ol aee s "t w) wfiee won f R g0 am,
o, et sl A e vw ueR o wife B, el gan s, g, aeee et astve A e ffaiedd s awferd S i R R e e

H Wi W % T g #1 A4 wo w fer 8w 8 o wowe F w0 § fieg e wERea g A st

2) & (s w0 wE W e § o, wm, s sl fe = fE weem @ agbed 2 gt b g e e W veer ot w0 v oo

“itham” was awe At w faele st s s gt

APPLIGANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AGREEMENT by HOSPITAL (W@ §ril ®17)

ST W T TS e

By affiing hereundsr, signature of our Authorised Signalaony for recommending this case/patient for financia! assistance from Koshika Foundation, we
(Hospital) hereby-affirm & -accepl following:

1) that we naither are presently ror will in fulure avail of financial assistance from another NGO or any other source, for the same patisnticase, 08 we &
reguesting to get rom Koshika Foundation, o the extent thal such assistance g granted by Koshika Foundation. If the requested sssistance js not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shonfall fram another NGO or any other source, This
confirmation essantially states that the Hospital will not avall any duplicate sssistancs for the same palisnticasa from any other NGO or any other source.
2} The assistance from Keshiks Foundation ls only financial in nalure. The choice of the treatment/procedure advisediconducied by the Hospllal on the
patient, is based on the emergement betwean the patient & the Hospilal, and is In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sols & complete responsibiilty of the treatment & it's outrome & safety of the pallent, and Koshike Foundation will have no role o respansibility
in the mattar,
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