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AGREEMENT by APPLICANT (smes o0 %a0)

1} By afflxing my signalure-ar thumb impressian on his Foirs, | (Applicant) herlyagrae & authorise Koshiks Foundation and it's Trustees 1o
use/publishiput-upfreproduce my name. address; photo & details of the "purpose”, for which Such assisiance is requestadigranted, through any
medium; Including but pot limited 1o vertal, print, slectramc, Ior sellciing donations for Koshike Foundation andior disssminating informalion about it's
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AGREEMENT by HOSPITAL (TT= B 1)

By affixing hereunder, sianature of our Autharised Slgnalory for recommending this casefpatient for finantial assistance lrom Koshika Foundation, we
[fioap-ﬂat] hershiy affirrn & acoept following:

1) that wa neiher are presanily nacwill in fulure avail of financial assistance from anotter NGO o any athor source, lor the same patient/case, as we are
tequesiing to get from Koshika Foundation, 1o the axtent that such asdistance is granted by Koshika Foundation. If the requested nesisiance is not granted
try Koshlka Foundation, In part or In full, then the Hospllal reservas i1 dght 1o make up the shartfall fram another NGO or any other solrce, This
canfirmation essentially slates thal the Hospltal will not avail any duplicale assistance for the same patienlicass from any olfer NGO or gny other source.
2} The assistance from Koshika Foundation = eply financlal n natire. The cholca of the treatmant/procedure advised/conductad by Ihe Hospital on the
patiant, is bassd on the arrangement batween i palient & the Hospital. and Is in no way influancad by Koshika Foundation. Hence, the Hospital will
assume sole & complets responaibility of the trentment & if's outcome & safety of the patient, and Koshika Fodndation will have no role or respansibility

in the matter.
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