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2} (Applicant] hurther agree thal any such use of my name, address, pholo & details of the “purpose”, for which such asalstance is requestod/granted.
will not sutomatically entiie me for receiving or continuing the said assistance The decision for granting andior continuing the assistance will rest solsly
with the Tristees of Koshika Foundation, and thelt deciskon | this regard will ba final and scceplable 1o me

1) v T e e W s W) o wer,  (smies) arelt i 91 qf wom o o “wifree st it TR wme < W) sfen s f A0
i s e gm v A st 2, 9 e we e, T, weww g s A gl e i e @ Rt Bl @ v e

7w e fom afee & St wey W e A e 8w m oW @ w8 P " wifrs wsder v sfeg

1) & (oimw) v w0 wem o e A am, w2 by fiowre ol B e € areed O wide & SR we weren W vwor T e g wee o

mmmmuunmmm
. S W e

AGREEMENT by HOSPITAL (weme §0 W)

{Hospital) hereby afirm & accept

i ihe matier,

o W W fed s w9 Sy

By affixing horeunder, signature of our Authormed Signalory lor recomimending this casa/patien| for financial assistance Irom Kostika Foundation, we

following:
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21 Tha asslstancs from Moshika Foundation is only financial in nature, The choice of the reaiment/procedure sdvised/conductad by the Hospital on the
patient, is based on the srmangement batwesn the patient & the Hospltal, and is in no way Influenced by Koshika Foundation. Hence, the Hosplial will
assuma sole & complels respongibility of the treatment & II's culcome & safety of the patient, snd Koshika Foundation will have no rode or responsibility
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