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1) By affuing my signature or thumb impression on this Form, | {Apgiicant) hereby agres & authorise Koshika Foundation and s Trusiees io
use/publish/put-upireproduce my name, address, photo & detalls of the *purpose”, for which such asaistance is requestedigranted, through any
medum, including but not limited 1o verbal, print, sisctronic, for soliciting donalions for Keshika Foundation andfor disseminafing Information sbout Ifs
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for which assistance is baing requested.

2) | (Applicant) hurther agree that amy such use of my name, address, pholo & delails of the "purposs”, lor which such assistance s reguestedigranted,

will ol aulomatically entle me for receiving or continuing the said assistance Thie decision for granting snd/or continuing the sssistancs will rest solely
With the Trusieas of Koshika Foundation, and thelr decision s this regard will bs final and scceptable to me.
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AGREEMENT by HOSPITAL (wm=swm o0 W)

By afflxing hereunder, signature of our Authonsed Sqnalory for recommending this casa/patient lor nancial assistancs from Kashika Foundation, we
{Hospitsl) hereby affirm & accepl :

1) that we noiifier are presently nor will in future svall of financial nssistance from ancther NGO or any other source, for the same patienticase, as we are
requesting 1o gat from Koshiks Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in part ar in full, then the Hospital ressrves if's right 1o make up the shortfall from enciher NGO or any other source. This
confirmation essenliafly siates that tha Hospita! will not avall any duplicate assistance for the same patient/case from any othor NGO or any other source
2) Tha assistance from Keoshika Foundation is only financial in nature. The chokos of the trestmentiprocedure advised/conductad by the Hospital oh B
paiiEn, s bazed on the srengement betwean the patient & tha Hospital, and is in no way influanced by Koshika Foundation. Hence, the Hospital wil
assumae salo & compinle responaibiity of the treatment & it's outoome & safety of the patien], and Koshiles Foundation will have no role or reeponuibility
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