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AGREEMENT by APPLICANT (sudew D1 wat)

1} By affiung my sgnnjure or thumb impresson on this Farm, | (Applicant) hersby sgres & authones Koshika Foundation and it's Trusieen to
usefpublsh/pul-uplreproduce my name, address, pholo & details of the “purpese”, lor which such assistance i requesied/granied. through any

misdium. inaluding bul not limilsd 1o varbal, print, skectronic, for soliciting donatone for Koshiks Foundation amd/o disseminating information about it's
actvities'achisvaments. Such use of my pholo & dotails can ba mada by Koshiks Foundation belore or afior my treatment or fulfiment of the “purpose”
fof which ausistance (s being requested.
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AGREEMENT by HOSPITAL (wemm o wiR)

By affixing heraumder, signature of our Authorised Signatory for recommeniing this case/patisnt for financial assistance from Koshika Foundation. we
(Heapital) horety affirm & accepl following:

1} that we neher are presently nod will in future avall of finandial assisiance from another NGO or any ofher source, for the same patient/cese, as we are
reguenting 1o gel from Koahike Foundatxon, 10 the exient thal such sssistance in granted by Koahika Foondstion. If the nequesisd assistance is not gantod
by Kisshika Foundaiion, in part or in full, then the Hospital reserves it's nghi to make up the shorifall from another NGO or any other source. This
confirmation essonfially stalos thal the Hoapital will not avail any duplicate assistance for |ha same patient/casa from any other NGO or any other souroe.
£] The: assistance from Koshika Foundalion is only financial in nature. The choice of the tresimentiprocedurs advissd/oondusiod by the Hospital on the
patent, is based on the arrangamint between the patierd & e Hospital, and i in no way influsnced by Koshike Foundation. Hence, tha Hospital will
assume sole & compléete responaiity of the roatment & it's outcome & safely of the patient, and Moshiks Foundation will have no role or responsibifity
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