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AGREEMENT by APPLICANT ( sifew gm wun)

¥ By allixing my signature or thumb impression on ihis Form, | (Applicant) hereby agree & authorise Koshika Foundation and ifs Truilees to
useipubish/put-upireproduce my nama, address, pholo & doinils of the “purpose”, for which such assintance i requesiod/granted. trough By
misdiam, ingluding but not limited to veibal, print, electronic, for soliciting donabons for Koshiks Foundation andior disssminaiing Information about i's
aciivities‘achlevements. Such use of my pholo & details can be made by Koshikea Foundation beflore or afier my treatment or Naifliment of the “purpose”
for which assistance ks being requesied.
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will nol autamatically entitle me lof recehdng or continuing Ihe said assistance. The decision for granting and/or continuing the sssistance will resi solely
with th Trustees of Koshis Foundation, snd Ihair decislon is this regard will ba linal and scceplable 1o me.
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AGREEMENT by HOSPITAL (svnss pn e}

By sffiming hereundes, sgnature of our Authorised Sgnatory for recommanding this case/patient for financial assistance from Koohea Foundation, we
(Hospital) hershy affirm & accepl foflowing:

1) thal we neithar are presendy nor will i fulure avall of financlal sssistance from another NGO or any other source. for the same ptienticase. as we ae
requesling 1o gel from Koshika Foundation, to the extent tha! such assistance s granted by Koshiks Foundation. If the requested assistance is nol granled
by Koshika Foundation, In part or in full, then the Hospital reserves it's right 1o make up the shorifall from anciher NGO » any ather source, This
confirmesion esseniially states thal the Hospital will nat svail any duplicate asststance for the sama patient/case from any olher NGO or @ny othar souroe
2) The assistance from Koshika Foundation is only inancial in nalure. The cholce of the treatmentprocedure advised/conducied by ihe Hospial on he
patient, is basad on tho aranoement betwesn the patient & the Hospital. and & in no way inficenced by Koshika Foundation. Hence, (e Hospital will
assume sole & complele responsibiity of the eatment & I's outcome & safety of the patient, snd Koshika Foundation wll have no mile or respansibility

in the matier.
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