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AGREEMENT by APPLICANT ( sires gm wmt)

1) By affieing my signature or thumb impression on this Form, | (Applcant] hereby agroe & authorse Koshiks Foundation and it's Trusiaes lo
use/publishiput-upireproduce my name, addiess, photo & detasls ol the “purposa”, for which such assistance is roguested/granied, through any
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wilh Wie Trustaes of Koshika Foundation. and their decision & this regard will ba finai and acceptable to me.
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AGREEMENT by HOSPITAL (w&ms g7 %)

By affung hersunder, signature of our Authonsed Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hisrety sfirm A accepl fellowing:

1) that we neither are presantly nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, as we are
requasting 1o gel trom Koshika Foundation, to the axdent that such assistance is granted by Koahika Foundation, If the requesiod assislance i not granted
by Koshika Foundalion, in part or in full, then the Hospital reserves I's right to make up the shartfall from another NGO or any other source This
confirmaton essentally stales that the Hosptal will not avall any duplicate assistance Tor the same patient/case from sny other NGO of any ather source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentprocedure advisediconducted by the Hospital on the
patant, is based on the srrangement between the patlent & the Hospilal. and s In no way Influenced by Koshika Foundation. Hanca, tha Fospitsl will
assume sole & complets responsibiity of the treatment & if's outcome & safety of the patient, and Koshika Foundation will have na role or responsibility
in he matier.
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