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AGREEMENT by APPLICANT ( ssiew g wat)

1) By affming my sgnature or thumb impression on this Form, | (Applicant) hereby agros & suthodse Koshiks Foundation and it's Trustees to
usa/putiish/pul-upireproduce my name, sddress, phote & detalls of the “purpose”, for which suth assistance is requestedigranted, through any
medium, inchuding but not limited to verbal, print, slectronio, for soligiling donations for Koahiks Foundation andlor disseminating information about It's

actvitieslachievements. Such use of my pholo 8 detalls can be made by Koshika Foundation before or after my treatment or fulfimant of the *purposs”
for which aesistance is being requesiod

2] 1 {Applicant) further agree thal ny such use of my name, address, pholo § details of the "purpose”, for which such assistance |s requested/granted,
will not automatically enfitle me for receiving or continuing (he said assistance. The decision for granting andior continuing the Basistance will res! solely
with the Trustens of Keshika Foundation, and their declsidn bs this regard will be final and acceptable (o me

1) T W T v N WS e e § (v w9 e W)y wen § o “wifoe e ol s s w siowe wm @
e, Wil s S e w ouvs A i 83 Cwifee o sl o, e gl T 9w wiiefied s aoadieedl € fled S o v wam

# wurfte wrd % o afen b Bt ey w femew 9t e o T w e @ e o B i wiede” v s e

2) & (owiew) % w0 e o feodn T, v, 9 ol feen W i weem o wted @ wie & o v e W e v v e

“wifim " uag Twe =nted W G afim s wveed v

APPLICANT'S SIGMA
SPREW € WEeWT W

AGREEMENT by HOSPITAL (weers g0 wmt)

By affizing hereunder, signaiure of our Authorised Signatory for recammanding this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & acoept following

1) that we nedher e presently nos will in luture evall of inancial assistance from another NGO or any other source, Tor tha same patienl/case, o we are
regussiing to get from Koshics Foundation, to the extent thal such assistance |s granted by Koshika Foundation, If the requested assttancs (8 not granted
by Koshika Foundation. in past or in full. Ihen the Hospitsl resarves [I's right fo make up the shortfall from @nother NGO or any othar source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the sama patenticass from any ot NGO of any other sourcs
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assume 3olo & completa responsibility of the treatmant & I('s sutcome & salety of the petient. and Koshike Foundation will have no rols or responsibility
ir the mallar
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