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AGREEMENT by APPLICANT (ses gl %)

1) By affucing my signature or thumb imprassion on this Form, | (Appéicant) hereby agres & authorise Koshika Foundation and its Trustees 1o
use/publish/pul-uplreproduce my name. address, photo & detsils of the "purpose’, for which such assistance ks requestadigranted, through any
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AGREEMENT by HOSPITAL (Wemm BT W)

By afficing hersunder, signature of our Authorised Signalery for recommending this case/patient for inancial assistance from Keshika Foundation, we
{Hospital) herety allirm & accept following:

1) that we nellher are presently nos will in fulure svall of finoncial assistance fram anothar NGO or any othar source, for the same patisnicase, as wa are
reuesting to gal from Keshiks Foundation, to the estent that such assistance is granted by Koshika Foundation, If the requested assistances is not granted
by Koshlka Foundatson, in part or In full, then he Hospital reserves it's righl 1o make up the shortfall from another NGO or any other source. This
conflrmation essantially states that the Hospital will not avall any duplicale assistance for the same petient/case from any other NGO or any other source
1) The assigtance from Koshika Foundation is only financtal in nature, The cholce of the treatmant/iprocedure advisediconductad by the Hospitat on the
pallant, is based on the arangement between the patient & the Hospital, and s In no way Influenced by Koshiks Foundation, Hanca, the Hospital will

assume solg & complels meponsibiiity of the treatment & s outcome & safaty of the patlent, and Koshika Foundation will kave na role or responaibility
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