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1) By affiung my signature or thumb Impression on this Farm, | (Apglicant) heraby agree & sutharise Koshika Foundation and it's Trustaes to

usaiputlish/put-upiraprodics my name, address, photo & details of the “purpose”. for which such assistance is requestedigranted, through any

isdium, including but not imited 1o verbal, prini, electronlc, for solicliing donations for Koshika Foundation andior disseminating infarmation about it's

nctvilioaachiovements. Such use of iy photo & detalls cin be made by Koshika Foundation before or afier my troatment or fuliment of the “prpose”

for which assifance s baing requesiad.

21 {Applicant) further ageae that any such use of my namae, address, photo & details of the “purpose”, ko which such sssistance is requestediguinted.

will nol aulomsatically entile me for raceiving of continumng the said assistance. The decision for granting andlor conlinuing the assistance will resl solely

wilh e Trugisey of Koshika Foundalion, and thieir decision il this regard will bo final and scceplable to me
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AGREEMENT by HOSPITAL (Frams gm Wil

By afMxng heroundor, signature of our Authorised Signatory for recommanding this case/patient for financial asststiance from Koshika Foundation, we
{Hospital) hareby affimm & aceepl follawing:

1) thit we nesther seo progently noc will in future avail of linanclal assstance from another NGC or any other source, for the same patishlicans, a3 we ara
requésting 1o gel from Koshika Foundation, to the eklent thal such assistance |s granted by Koshika Foundation. If the requested assistance £ nol granled
by Koshiken Foundalion, in par o in full. then the Hospital resarves IUs right to make up thi shorttall from another NGO or any other source. This
confirmabion essentially shates that the Hospital will not aveil any deplicate assistance for the same patienticass from any other NGO or any other source.
2} The assistance frain Kostka Foundation is only financisl in nature. The choice of the Lreatment/procedure advisod/'conductod by the Hospital on the
pafianl, Is haasd on the arrengement betwasn the patient & the Hospitsf, and i in no way influsncad by Koshiks Foundation. Hance, the Hospital will
asaume sole & complote respansibility of the treatmant & IU's oulcome & sataty of the patlent, and Koshika Foundation will have no role or responsibility
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