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2) | selemnly confirmn that assistance, If received from Koshika Foundatian, will be used only for the “purpose”, as stated in this Form, far which such assistance
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1) By affixing my sigralure or humb impression on this Form, | (Applicant) hereby-agres & aulhonse Koshika Foundafion and s Trushees to
use/publishiput-up/reproduce my nama, address, photo & detalls of the "purpose”, for which such assistance s requested/granted, through any
medium, Including bul not limited 1o verbal, print, electronio, for soliciiing donations for Koshika Feundation and/or disseminating information aboul it's
asclivities/achisvemenis. Such use of my photo & delails can be made by Koshika Foundation before or afier my treatment or fulfilment of the *purposs"
for which assistance s baing requesied, _
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with (e Trustees of Kashika Foundation, and thalr declision js this regard will ba Bnal and scoeplable to mea.
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AGREEMENT by HOSPITAL (remm i wu1)

By affixing heraunder, signature of our Authorised Signatory for recommending this case/patient for financial assistante from Koshika Foundation, we
{Hospital) hareby affirm & accept following:; _

1) that we naither are presently nar will In future avall of financial assigtance from anctfier NGO orany other source, for the same patient/case, @s we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Keshika Foundation, H the requested assistance |s nol granted
by Koshika Foundation, in par or in full, then the Hospital reserves ['s right to make up the shorifall from another NGO or any olher saurge. This
ganfirmation essantially siates that the Hospital whl nol evall any duplicate assistance for the same palient/case from any other NGO or any other source:
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procadure advisedfconductad by Ihe Hospital on the
patiant, is based on the smangement batwasn (he patient & (he Hispital, and is In no way influsiced by Keshika Foundation. Hence, the Hospital wil
assume sole & complate responsibility of the ireatment & t's cutcame & safety of the patiant, and Koshika Foundation will have no role or responsilifity
in the matiar.
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