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1) By affixng my signature of thumb Impregsion on this Form, | (Applicant) heretyy agree & authorise Koshikn Foundation and It's Trustess 1o
use/putishipul-upireproduce my name; Address, photo & Getais of the "purpose”. for which such assistance is requestedigranted, through any
medium, Including but net dmded 1o vertal, print, olectronic, for soliciting donations for Koshia Foundation andior disseminating informascn about t's
acivities/achievements. Such uae of my photo & details can be made by Koshius Foundation befors or after my treatment or fuliment of the “purpose”
for which assistance i being requesied
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wil nol actorsatically entitie me for receiving or continuing (he sad assstance, The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and (hair tSetaion is this tepard will be final and acceptable to me
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AGREEMENT by HOSPITAL (v pu wur)

By afficag heceundor, signature of our Autharised Signutory for recommending this case/patient for Brancial sssistance from Koshia Foundation. we
{Hospital) horedy affinm & accept following

1) 1hat we neither are presently not will in future avall of financial assistance from asother NGO of any othet source, for the same patienticase. as we are
requesting 1o get from Koshika Foundation, 10 the axtent that such assistance s granted by Koshika Foundation. If the requested assistance Is not granted
by Koshica Foundation, in part o in full, then the Hospital reserves If's right 10 make up the shortfsll from another NGO or any other source. This
confirmation essentially states Iat the Hospital will not avasl any duplicate assistance for the same patienticass from any olher NGO or any other source
2) The assistance from Koshika Foundation @ only financial in nalure. The choica of the treatmantiprocedure sdvisediconducied by the Hospital oo the
patient. is based on the arrangemont betwoen the patien! & the Mospital, and is 1 no way Influenced by Koshika Foundation. Hence, the Hosptal wil
assume solo & completo responsibiiity of the realment 8 It's outcome & safety of the patient, and Xoshika Foundason will have no role of responsSity
in the matier.
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