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1} By affixing my signature or thumb impression on this Form, | (Apphicant) heroby agroe & authorse Koshike Foundalion and il's Trustees (o
ese/publishiput-upireproduce my name, sddress, pholo & detads of ihe “purposa’, for which such assistance i requested/granted, Duough any
midium, Including but nol lmited 1o varbal, print, electronks, for soliciting donaions for Koshika Foundation and/or disseminsting infarmation aboul i1's
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for which assistance ks being requosied.

2} | (Applicant) further agrae thal any such use of my name, address, photo & detais of the “purpose”, for whizh such essistance & reguaesiedigranted,
will not mutamatically anlilie me for recelving or conlinuing the said sssistance. The cecislon for graniing andist continulng ine pssdslence will resl solaly
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AGREEMENT by HOSPITAL (vwme 7 F00)
By affixing hareunder, signature of our Autharised Signalory for recommanding this casefpatient for financial aseictancs from Kouhiks Foundation, we
{Hospital) hareby alfirm & accept lollowing:
1) that we neltner are presently ror will [n future aved of financial assistance from another NGO or any olher source, Tor the same palienticase, o5 we &e
requesting 1o get froin Koshika Foundatlon, to the exient tha! such assistance bs granted by Koshika Foundation, If ihe requested assistance is not grantad
by Koshlka Foundation, in part of in full, then The Hospital resesves it's right 1o mike up the shorf2l rom another NGO or any olher saurce. This
confimation sssentially statbim thal the Hosgital will not avall any dugllcate ssistarice for the same patkent/case from &y olhet NGO of any olher source.
2} The assstance from Koshika Foundation is only fnsnci! in naluse. The chosce of the treaimenygrocedure advisadiconductad by (he Hospital on (he
patlent, lu based on the arrangement batwaen tha patient & Ihe Hoepital, and is In no way influenced by Koshika Foundation Hence, the Hosgital will

:;‘mmm&mmhllrnpmﬂhﬂwufm treatment & ity cutcoms & salely of the patient, nnd Koshiks FoundaSon will heve ro role or responsibility
i matier.
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