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AGREEMENT by APPLICANT (+res 50 =)

1) By affdng my signatune or thomb impression on ™5 Form, | (Applicant) hareby sgree & authorise Koshika Foundation and it's Trustees to
usefpublish/put-uplreproduce my name, sddress, photo & detals of the *purpose’, for which such aesistancs |s requesiedigranted, theough any
medium, inoluding bul not mited to verbal, prnt, alectronis, Tor sslieling danntions for Koshika Fourdation endfor dissermingting information aboul it's
activiestachievements, Such usd of my phols & details can be mado by Koshika Foundation belore or aller my freatment or fulfiiment of the *purposs™
for which assistsnoe is being requesied,

2) | (Applicant) further agres thal any such use of my name, addross, phots & details of the "purpose”, for which such assistance i requesiad/granted,

will not sutomatically entithe me for recoiving o continuing the sald assistance. Tho declslon for granting andior continuing the assistance will rest solely
with the Trustees of Koshin Foundation, and thelr desision Is this regard will bo final and accepiable o me.
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AGREEMENT by HOSPITAL (w5 am 57 %)

By affiving hereuntder, signature of gur Autharised Sianatory for recommending this caselpatient for financisl assistance from Koshiks Foundation, we
{HesgpitaT) hereby affirm & accept following:

1) that we nefiher sre presontly nor will In future aval of linanclal assistance from ansther NGO or any other souroe, for the same patient/case, as we are
reguesting 1o get from Koshiles Foundation, 1o the extent that such assistance is granted by Keshiko Foundation. I the requested assistance s not granted
by Koshikg Foundstion, in part or in hll, then the Hoopital reserves 1Fs right bo make up the shorfall fram another NGO gr any olher sourcs. This
confirmation esseninlly states thal the Hosplial wil nal avall any dupicate assistance lor the same palientcase from any olher NGO or &y other source,
2) The ascislanca frem Koshiks Foundslion s only linancis! in nalure. The cholce of the trealmentiprocedung advisediconducied by tha Hospltal on the
petienl, is bused on the amangement betwean the patient & the Hospttal, snd I n no way influencod by Koshika Foundation, Hence, the Hospitel will
astume sl & completo responsibllity of $io treatment & U's outcome & safely of the patient, and Keshilm Foundation will have no role or responsibility
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