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AGREEMENT by APPLICANT (ses D0 %U0)

1) By affixkag my signature or thumb impression on this Form, | (Applicant) hereby agree & authovise Koshika Foundation end Il's Trustees to
unepublavdul-upireproduce my name, address, photo & detalis of the ‘purpose’, for which such sssistance is requestedigrantad, through any
medium, including but ot limked 9 verbal, prict, elactronic, for soliciting donations for Koshika Foundation andior disseminating micrmation about I's
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with ihe Trustues of Koghika Foundation, and thelr dacision s this regard will be final and acceptabie (o me.
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AGREEMENT by NOSPITAL (v¥ima §0 %17)

By affing hereunder, signature of our Authorised Signatory for recommending this casa/patient for financlal assistance from Koshiks Foundation, we
(Hospttal) hereby affirm & nccept following:

1) thal wo nelther are presently nor wil in fubre avail of finsncel assistance from enother NGO or any other source, for the same patient'case, s we are
roguestng 1o gol rom Koshika Foundation, 10 the axtent that such sssistance ja granted by Koshia Foundation. If the requested assistance is not grantec
by Kaoshika Foundation, in part or i full, then the Hospitel reservas i's right 1o make up the shartiall from another NGO or any other sowrce. This
confienation essentially stales $at $ho Hospitel will not svall any dupiicats sasstance for e same petisntcaso from any othor NGO of ary other scutce.
2) The assistance from Koshika Foundation Is anly financial in nabure. Tha choice of the Freatmeni/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital. and s in no way infiuanced by Koshika Foundation. Hence, the Hospital will
assums sake & compiete respons’bility of the treatmant & X's oulcoma & safely of the patient, and Koshika Foundation will have no role or respanaibiity
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