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AGREEMENT by APPLICANT (s1iew gm wut)

1] By affaing my signatute of thumd impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trusiees to
usefpublish/pul-upireproduce my name, address, photo & details of the “purpose”, for which such assisiances is requesiadigranted, through sy
medium, inclisding but not limited to verbal, print, edectronic, for soliciting donations for Kashika Foundation and/or disseminating information about it's
actvilies/achisvements. Such use of my photo & detalls can be made by Koshika Foundation balore or afier my treatment or luifliment of the *purposa”
for which sasistance is being reguesied.
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AGREEMENT by HOSPITAL (wems g wat)

By affixing hereunder, sgnalwe of our Authorised Signatory for recommeanding thes case/patient for financial assistance from Koshia Foundstion, we
(Hoapitad) neraby affirm & accept following:

1) that we nether are presently nor will in future evall of financial assistance from another NGO or any other source, for the same patlent/case, as we are
reguosting 1o gol from Koshika Foundation, 1o the extent that such assistance |a granted by Koshika Foundation, If the requesied sssintance = not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shartfall from another NGO or any othes source. This
confirmation sasantially slates that the Hospital will not svoll @ny duplicate assistance for he samo palient/case from any other NGO of any other source
2) The sssistanoe from Koshika Foundation is only financial in natwre. The choice of the treatment/procedurs advised/conducted by the Hospital on the
patiant, is based on the armngement between the palient & the Hospliel. and ls in no way influsnced by Koshika Foundation, Hence, ihe Hospital will
assume sole & complete responsibility of the tneatmant & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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