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1) By atfixing rmy signature or thumb mpression on this Form, | (Applicant] hereby agree & authorise Koshika Foundalion and s Trustess 1o

uSa/pDlishput-up/reprotuce my name, address, photo & details of the “purpose”, for which such assistince |l requestedigranted, through any

medium, including bt not imited 1o verbal, print, siectronic. for soliciling donations for Koshiks Foundation and/or disseminating information about if's
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AGREEMENT by HOSPITAL (Fvms B =71)

By sfuing hereunder, signature of our Authorised Sgnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Houpital) hepeby affiom & acoept Tollowing:

1) that we nalther are presently nor will in future avail of financial assistance from another NGO or any other source, lor the same patient/case, &5 we are
requesting to gel fram Koshiks Foundation. to the extent thal such assistance is granted by Koshika Foundation. If the requesied assistance 1s not granted
By Koshixa Foundaton, in part or in full, then the Hospital reserves if's right to make up the shortfall from another NGO or any ofher source. This
confrmaton sssantially states that the Hospital will not avall any duplicate assistance fos the same patisnt/case from any olher NGO or any othor source
2} The assistance from Koshika Foundation is only financial In rature The choice of the treatmentiprocedure advisadicanducied by the Hospitai on tha
patieni, is based on the srangement betwean the patient & the Hospital, and is In no way influsnced by Koahika Foundption, Hence, the Hompital wil

assumE S0% & compiets responsibiity of the treatment & it's outcome & safety of the patient, and Koshiks Foundabion will have no roie o responsibality
in the maler.
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