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1) By affoang my signature or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and i's Trustees i
use/publish/put-up/reproduce my name, address, photo & detalls of the “purpose’, for which such assistance is requestedigranied, through any
midium, including but not limited to verbal, print, efectronic, for soliciting donations for Koshika Foundation and/or disseminating Information about it's
aclivitiesschisvements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or luffiment of the “purpose”
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AGREEMENT by HOSPITAL (¥emR BM =)

By affing hereunder. signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accapl following:

1) that we neither are prosently nor will In future avail of financial ausistance from anothar NGO or sny othar sourca, for the same palienticass, g5 we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Moshika Foundation, If the requested assistance is nol granted
by Koshika Foundation, in part or in full, the the Hospital reserves It's rght o make yp the shortfall from another NGO or sny other soutca, This
canfirmation essentially states that the Hospital will not avail any dupkicate assistance lor the same patienl/case from any other NGO of any other suurcs
2) The assistance from Koshika Foundation is only financial (n nature, The choice of the reatment/procedurs advisedicanducted by the Hospital on the
patient, s based on the arangement betwesn the patient & tha Hospital, and s in no way influenced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responaibliity of the treatmont & it's oulcome & safety of thie patient, and Koshika Foundation will have no role or responsibility
in the matier
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