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1) By affixing my signature or thumb impreesion on Ihis Form, | (Applicant) hereby agree & authorise Koshika Foundition and iUs Trushees to
usafpublishiput-up/reproduce my name, address, pholo & detsils of the “purpose”, for which such assistance is requested/granted, through any
mgdium, including bul not limited 1o verbal, print, slectronio, lor soliciting donations for Koshika Feundation and/or disseminating information aboul i's
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for which assistance s being requested.
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wilh the Trustees of Koshika Foundation, and thelr decision ks this regard will be final and accoplatie to me
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AGREEMENT by HOSBPITAL (wmm ©T W)

By affixing hareunder, sgnature of our Authorsed Signalory lor recommanding (his case/patient for linancial assstance from Kostiks Foundalion, we
{Hospital) hereby affirm & accept lollowing:

1) that wa nedther ate presently nos will in future avall of Tinancial sssistance from ancther NGO or any other source, for the same patient/case, Bs wo o
requasting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is nol granted
by Koshika Foundation, i pan or in full, then the Hospital reserves IU's right ko make up the shortfall from another NGO or any other source. This
confirmation states thal the Hospital will not avall any duplicate essistanca for the same patient'case from any other NGO or any other souwrce
2} The asaistance from Moshika Foundalion is only financial in nature. The cholon of the treatmentiprocedure advised/conductied by the Hospital on the
patient, i based on the arangement between the patient & the Hospital, and is in no way iInfluenced by Koshika Foundation. Hence, the Hospital wil
pasuime sole & complete responaibifity of the treatmaent & (1's outcome & sefety of tho patient. and Koshika Foundation will have no rofe or responsibillty
in e matter
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