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1) By affizing my signature or thumb impressicn on his Form, | (Applicant) hereby agres & authorise Koshika Foundation and If's Trusiees io
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2) | {Applicant) further agree that any such use of my name, address, photo & dateils of the “purpose”, for which such essislance is requested/granted,

will nol automatically sntithe ma fof recelving of bonlinuing the said assistance. The decision lor granling and/ed continuing Ihe sasistance will resl soiely
wilh the Trustess of Koshika Foundafion, and their decision is this regard will &= final and accoptable 1o me
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AGREEMENT by HOSPITAL (wmm= gm ¥01)

By affing hersundar, signature of our Authorised Signatory for recommending this casefpatient for financial azsistance from Koshia Foundstion, we
(Honpital) hereby afim & accept following:

1} that we neither are presently nor will in fuluwre avail of financial assistance from another NGO or any cther source, for the same patient'case, s we are
roquasting o gel from Koshika Foundation, o the exient that such sasistance is granted by Koshika Foundation. If the requasied aasistance is nol granted
by Koshita Foundation, i part or in full then the Hespital reserves It's right fo make up five shorifall from anofher NGO or any other source, This
confirmation sssoniially stales thot e Hospetal will nol avail any duplicate assistance for the same patient/case from any ofher NGO ar any other source
) The assistance from Moshika Foundation is enly financial in nature, The choice of the treatmeniiprocedurs advised/conduciad by the Hospital on the
patient, & based on the armangement botwoean the patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compleis responsibility of the freatment & ii's ouicome & safety of the patient, and Keshika Foundation will have no role or responsibiiity
i the matter
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