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Z) | splemnly confim that assstance; it recerved from Koshika Foundation, will be used only for the “purpose”. a=z stated in this Form, for which such assistance
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authordse Koshika Foundation and it's Trusiees 1o

use/putrhah/pul-upireproduce my name, sddress, pholo & dedalls of the “purpose”, for which such sssistance is requesied/granted, through any

madium, incliding bul nat limited 1o verbal, print, slectronic, for soliciting donations for Kashika Foundation andfor disseminating information about it's
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with the Trusteed of Koshika Foundation. and thair decision s this regard will be final and acceptabie to me
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AGREEMENT by HOSPITAL (wemm o0 +0)
By affming hereunder, ssgnature of our Authorised Signatory for recommending this case/patient for inancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & scoept following:
1) that we nether are presently nor will in future avall of Bnanclal assistance from another NGO or any other source, for the same pabent'case, as we are
requasting 1o gel from Koshika Foundation, o the extent that such assistance |y granted by Koshika Foundation, If the iaguesied assistance is nol granied
by Koshika Foundation, in part or in fill, then the Hospital reserves iU's ight to maka up the shorttall from another NGO or any other sourcs. This
confirmation sssantially staies that the Hospital will not avail any duplicate assistance for the sema patientcase from any other NGO or any other source
2} The assistance from Koshika Foundation is only financial in nalure. The chaloe of the treatment/procedurs advised/canducied by the Hospilsl an tha
patienl, b bassd on the srrangemeni betwesn the patient & thi Hospital, snd is in no way influsnced by Koshike Foundation. Hence, the Hospital will

assume sols & complots respantibility of the treatmant & [1's oulcome & safety of the patient, and Koshika Foundation will have ne role of responsiblity
ir tha rmatter.
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