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1) By affixing my sigrature or thumb impressian on this Form, | (Applicant] haraby agree & sulhorise Koshika Foundation and It's Trustees lo
wsalpubllshipul-upireproducs my name, addrass, phato & detalls of the "purpase’, for which such assistance is requesied/granted, through any
medlum, Including but nel limited 1o verbal, print, slectronie, for soliciing donations for Keshika Foundation and/or disseminating information about It's
acilvilieslachievements. Sudh use of my phota & deiails can be made by Koshika Foundation before or after my treatment o fulilment of the “purpose”
for which assistance is being requested.
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AGREEMENT by HOSPITAL (7ema 50 %)
By affixing harsunder, signalure of aur Authorisad Signalory for recommanding this casafpation! for firancial assistance from Koshika Foundation, we
{Hospital) hereby affirm & sccapt ollowing:
1) thot we pedsther gre presenily nor will in future svail of inancial gssistance from apoiher NGO or any other source, for the same patienticase, as we ara
requesting to get from Koshika Foundation, o the extant tha! such assistance is granted by Koshika Foundation. If the requested assistancs is nol granied
by Koshiks Foundation, in past or in full, then the Hospital reserves it's righ! lo make up the shortfell from another NGO or any other sourca. This
confirmation essentially states that the Hospital will nat avall any duplicate asslsiance for the same patient/case from any ofher NGO or any other saurce
2) The: assistance from Koshikn Foundation is onky fingncial in nature. The choice of the restmentprocedure advised/conductad by the Hospital on the
patisnt, |8 based on the srengement between the patiant & the Hospital, and Is in no way Influenced by Koshika Foundation, Hence, the Hosplial will

assume soke & complate responsibility of the treatment & it's outcome & safely of the patient, and Koshike Foundation will have no rols or respansibillity
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