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1] By affnng my signature or thumb Improssion on this Form, | (Applicant) heraby agree & authorise Koshika Foundation and it's Trustees 1o
uselpublsh/pul-uplreproduce my name, address, pholo & detalls of the “purpose’, for which such assistance Is requestedigranted, through any
maedium, inclsding bul nol limited (o verbal, prind, slectronic, for soliciting donations for Koshike Foundation and/or disseminating information about i's
acivities/achievemants. Such use of my pholo & details can be made by Koshike Foundation before or sfier my treatment or fulfiment of the “purpase”™
Tor which assisiance is being requesiod
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AGREEMENT by HOSPITAL (vemm ol %)

By affixing hersunder, Egnature of aur Authorised Sigratory for recommeanding this case/patient for financial assistance from Koshike Foundation, we
{Hospital) hereby affirm & accapt following

1) thal we nelthar gre prosently nod will in fulure avail of financiel assistance from another NGO or gny olher source, fof (he same patisnt/case, a8 Wwe &re
requesting 1o gel from Koshika Foundation, to the extent (hat such assstance s granted by Koshika Foundation. If ihe requesied assstance s not granied
by Koshika Foundation. in part or in full. han the Hospits) ressrves il's fight 1o make up the shonfall from another NGO or any other source. This
confirmation essanttally states that the Hospétal will not avall any duplicate assistance for fhe same patient/case from any other NGO or any other source,
2) The assistance from Koshiks Foundation & only financial in nalure. The choice of the resiment/procediure sdvised/conducted by the Hospitsl on tha
patiant, is based on the amangement betwesn the patlent & tha Hospital, and s in no way influenced by Koshika Foundation, Hence, the Hosplial will
assuma sole & complets responsibility of the treatmant & it's outcome & safety of the patient, and Koshikcs Foundation will have no role or responsibility
in the maltie
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