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1) By affing my signatuee of Shumb impression on this Form, | (Applicant) hereby sgree & suthorise Kashia Foundation and It's Trustees 1o
usa/publishiput-upireptoduce my name, address, photo & cetalls of the “purpose”. for which such assistance is requestodigranted. through any
madium, including but not imited 1o verbsl, prin, electronic, for scliciing donations for Koshiks Foundation andior Gissaminating information about it's
Activies/achipvemants, Such use of my photo & dofails can be made by Koshika Foundation before o after my treatmant or futfiment of the “purpose’
for which assistance is being requesied.

2) 1 (Applicant) frther sgres 1hat any such Use of my name, address, photo & detalis of the "purpose”. for which such assistance is requestodigranted,
wil not ausomatically entitle ms for recelving or continuing the ssid assistance. The decision for grantieg andior continuing the assistance will rest sciely
with the Trustees of Koshica Foundation, and thelr decision is this regard wil ba final and scceptabie 1o me.
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AGREEMENT by HOSPITAL (v @ DU wu1)
By affiing herounder, signature of our Authorised Signatory for reconwnending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) horety atfem & scoapt

1) at we nelther ave presently nor will in future avall of fnancis! sssistance from another NGO or any other sowrce. for the same patient/case, as we are
requosting o get from Koahia Foundation, 0 the axtent thet such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part oc in full. then the Hospital reserves I1's right t make up the shortiall from another NGO or any other source. This
confirmation essentially statos that the Hospital will not evall any dupiicale assistance $o¢ the same patisnticase from any other NGO of any athar souece.
2} The sasistance from Koshia Foundation is only financial in nature. The choice of the treatment/peocedure odvised/conducted by the Hoapital on the
patent, is based on the arangement between tha patient & the Hospital, and Is in no way influenced by Koshika Foundasion. Hence, the Hospeal wil
assume sl § complate responsiality of the treatment & If's outcome & safety of the patient, and Koshiks Foundation will have no role of responsibiity
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