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1) By ai{rxrng my signature or th!mb mpression on lhis Form, I (Applicant) hereby agree & autho

use/publish/pul-up/reproduce my narne, address, photo & details of the "purpose , for which such assistance is requested/g.anted, through any

medium including b!t not I mited to verba , print, electronic, for soliciting donations for Koshika Foundalion and/or disseminating information about it s

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation belore or afler my kealmenl or fulfilmenl of the 'purpose'

for which assistance is being requ6sted

2) I (Applicant) further agree thal any such use ot my name. address, pholo & details ol the 'purpose", for which such assistance is requested/granted,

wil nol automatically entitle me for reoeiving or conlinuing lhe said assistance. The decision for granting and/or continurng lhe assistance will rest solely

with ihe Trustees of Koshika Foundation and lheir decision is this regard will be linai and acceptable to me
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AGREEMENT by HOSPITAL ((gdTf, Em 6m)

By affixing hereunder slgnalure of our Authoriged Signatory for recommending this case/palienl for financial assistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accept followingr
1) lhat we neilher are presenlly nor wjll in future avail of financial assislance lrom another NGO or any other source, for the same patignvcase, as w€ are
requeslifg to gel from Koshika Foundalion. to the extenl lhal such assistance is granted by Koshrka Foundatron lf the requesled asststance ts nol granled
by Koshrka Foundatron, in part or rn full, then the Hosprtal reserves ils right to make up the shoflfall from another NGO or any other source. This
confirmation essentially slates lhal the Hospilal will nol avail any duplcale assislance for lhe same patienUcase from any other NGO or any other source.
2) The assislance fronr Koshika Foundation is only finarcial in nature The choice ol the keatmenvprocedure advrsed/conducted by the Hospital on the
palrenl, rs based on lhe arrangemeDt belween lhe pat ent & the Hospital, and is in fo way influenced by Koshika Foundation. Hence, the Hospjtal will
assunre sole & compiete responsibrlity of the lreatmenl & il s outcome & safety ol the patrent. and Koshrka Foundation will have no role or responsibilily
ln the maller
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