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usa/publish/pit-upireproduce my name, addréss, pholo & detslls of the purpose®, for which sueh assistince Is requesiad/grantad, through any
madium, Ingluding but not iimited 1o verbal, print, alacironic, for solicllng donations for Koahika Feundaticn andiar dizzrminaling Information about its
aclivilfesfachimvemants. Suth use of my pholo & detalls =an be mads by Kaoanika Foundalion bators or afier my reatmaent or [Ufiment of the *purpoas”
for which assistanes Is toing reguesied.

2} (Applicart) lurther agres that any such use of my nam, addresy, gholo & delais of the "purposd’, for which such assistance is requestadigranted,
will ot automalically sntitle me lar recalving or confinulng the said assisiance. The decision for granting andior cantinuing the assistance will rasi salaly
with the Trustees of Koshika Faundstion, and thalt Gecision Is this regard will e final and apcaptalle to me

U) 0 S w et o afd W owy e, O (i) s s < i e o ud wee wetne aft wes sl " Aoy = P S0,
l, W sl A e g o wi §, 59 s T =, o, e st wghve # ) ke st ariard S o R o wAR e

it wd o T e At e B R e o u e % fom et s w sl st

2) & (=) ¥R A e T, R o e e e il @ ofil @ s TS S EFAR ¥ =) e

“ifirm " e R =ifd e st el wesEd g

APPLICANT'S 515 LT G

' AGREEMENT by HOSPITAL (T gy wim)

By aftixing hersunder. signaiure of our Authorised Signatory for recammending \his case/patiant for finsncsdl assistanca from Koshika Foundation, we
(Hospilal) hersby afimm & accapt foflowing:

1) that we nelther are presantly nor will in future avall of financisl assistance from anofher NGO or sy oltier source; lor the same patienticase, as we ae
requesting to gel from Keahika Faundatian, |a the exlent that such asaistance is gromterd by Koshila Foundstion, IF ihe requested acsistance 3 net grantad
by Koshika Foundation, in part or in full, then the Hospital reseryes ii's right b maka up tha shortfall from spolher NGO or sny other source. This
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2) Thi-assistanch from Hoshifa Foundation Is only fmanclal in nature. The chaiea of e ltestmentiprocedune advisediconductad by the Haospltal on the
patient, is based an the strangemant batwasn the pstisnt & tha Hosplial, aad is in na way Influenced by Koshlka Foundation. Hence, the Hospital wil
assume sole & complele responsiiity of [he traatment & Ho outeoms & safaty of ihe patlest, and Koshika Foundation will have no rols or ragponsdility
I the mattar.
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