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DECLARATION by APPLICANT. #ifcs G W ¥%:
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AGREEMENT by APPLICANT (504% o7 %)

1) By affiing my signature of Huinb impresson on this Form. | (Applicant) hereby agroe & authorise Koshika Foundation and it's Truslees 1o
useipublishiput-uplreproduce my nama, address, pholo & details of the “purpose”, for which such assistance is requested/grantad, through arny
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wiln ihe Trusless of Koshina Foundalion. and thait decigion ks this regard will be final and acceptabie to me
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AGREEMENT by HOSPITAL (wwemm gm Wi )

By attinng heraurder, sgnatare of out Authonsed Signatory for recommanding this case/patient for financial assistance rom Koshika Foundation, we
[Hoespital) hersty affirm A accept following.

1) that we neither are pregantly nar will in future avail of financial assistance irom ancther NGO or any other source, for the same patientcase, oy we are
reguesting to gel fram Koshika Foundation, fo the exlent that such assistance is granied by Koshika Foundation. If the requested assistance = not granted
by Kostika Foundation, m part or in full, then the Hospital reserves it's right 1o make up the shorttall from another NGO or any olher source. This
eonlirmation essentially states that the Hospital will not avail any duplicats assistance for the same palient/case from any othes NGO or any ofhar source
2) The assistance from Koshia Foundation is only financial in nature, The choice of the rentmeniiprocedure advisediconducted by the Hospital on the
patiant. s bassd oo the srrangemant botween the patient & e Hospital, and s in no way influenced by Koshika Foundation Hence, the Hospital will
aesume sole & complete responsibility of the treatmant & il's cutcome & safety of ihe patient, and Koshika Foundation will have no role or responsibility
in the matter
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