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2} | solerrdy confirm Pt assistance, If received from Koshika Foundation, will De usod only 1or tha “urposs’, as stisted in this Foem, for which such
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1) 8y affixing my signatore of thumb impression on this Form, | (Applicant) hereby agree & authoriss Koshiks Foundation and it's Trustees 1
use/pubishiput-opireproduce my name, address, photo & dotails of the “purpose”, for wiich such assstance is requosiadigranied, thvough any
medium, including but not lesded 10 verbal, print, electronic, for solciting donations for Koshia Foundation andior dssammating inlormabon about it's
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AGREEMENT by HOSPITAL (¥ 50 wmt)

By affiing harsundar, signature of owr Authorised Signalory foe rocommending this case/patient for financial sssistance from Xoshica Foundation, we
(Hospital) horeby affirm & accept following:

1) Bl we medhor are prosently nor will in future avel of fNinancial assistance from another NGO or any other sogrce, for the same patient/case, as we are
raguasiing to gel from Koshika Foundation, 1o the exient that such assistance is granted by Koshita Foundation. If ihe roquosied assiatancs is not granted
by Koshika Foundation, in part or in Al then the Hospital reserves i1a right 1o make up the shortfall ko another NGO of any olher source. This
confrmation essentielly states that the Hospital will not avall ary duplicate assistance for (e same patient/case from any other NGO or sy other source.
2) The asistance from Koahika Foundation is ooly financial In nature, The cholce of the treatmentprocecurs advisediconducted by the Hospital on the
patient, i basod on the amingement betwaen tha patient & the Hoapital, and Is in no way influanced by Koshika Foundation. Hence, the Hospial will
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