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1) Uy affeing my sigrature of thamb imprassion on this Form, | (Appicant) horeby agree & authorise Koshika Foundasion and it's Trusteos to

usepublish put-upteproduce my name, address, phoic & details of the “purpose”, for which such assistance is requestodigranted, Ihrough any

modum. esiuding dut not limited 10 verbal, prnt, elecironic, for soliciting donations for Koshika Foundation and/or Gissemnating information about X's

actvibnslachiovoments, Such use of my pholo 8 details can be made by Koshika Foundation before of after my lreatment or fulfiiment of the “purpese”

for which assistance is being regquested.
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AGREEMENT by HOSPITAL (wsms 3 wut)
By afung hereunder, signature of our Authorisod Signatory for rocommendng this caselpationt for fingncial assistance from Xoshika Foundation, we
(Hosphal) berety affiem 3 accept foliowing:
1) st we nather are presently nor will in future avall of fnanciai assistance from anothor NGO or any other source, for tho same patient'case, 35 we are
requeshng to get fom Koshika Foundation, 1o the extent that such aasistance s granted by Koshika Foundation, If the raquested assistancs is not grantad
by Koshica Foundaion, in part or in fuil, then the Hospital reserves il's right (o make LD the shontfall from ancther NGO or any other source Thig
confumation essentially states that the Hospital will nct avail any coplicate assistance for the same patien¥case from any othar NGO o any other scurce.
2) The assistance from Koshika Foundaton (s only fmancial in nature. The choice of the treatmentprotedure advisediconsucted by the Hespaa! on the
pstiont, is based on the arangement between the pationt & the Hospital, and iy in no way Influenced by Koshika Foundation, Hence, the Hospital will

assume sole & compieta responsidisty of the treaimant & if's outcome & safety of the paliont. and Koshika Foundation will have no role of responsibiity
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