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2 | solemnly confirm that assistance, [f recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such ass:

was requested by me.
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AGREEMENT by APPLICANT ( sries: 0 1)

1) By affiding my signalure or thumb Impression on this Form, | [Applicant) hereby agres & authorise Koshika Foundation and U's Trustees lo
use/publishiput-upireproduce my name, address, photo & details of the “purposs”, for which such assislance Is requestad/granied, {hrough-any
medium, including but nat fimited Yo verbal, print, electronic, for soliciling donations for Koshika Foundation andfor disssminaling jrfermation about it's
aclivitiesiachievemaents. Such uss of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose’
for which sssistance is being requested.

2} 1 {Applicant) further gres that smy such use of my name. address, photo & details of the “purpose”, for which such assislance is requastedigraniad,
will niot automatically entitie ma for receiving of cofifinuing the said asgistanca. The decision for granting andlor continuing the assistance will rest solely
wilh tha Trustees of Koshika Foundation, and thelr decision is thia regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL {9 BT W)

By affixing hereundar, signatura of our Authorisad Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Haspital) hereby affirm & accept foliowing:

*| 1) that we nelther are prasently nor will In future avall of financial sssistancs from enother NGO or any other source, fof the sama patient/case, as we are
requosting 1o get fram Kishika Foundation, to the axtent that such assistance is granted by Keoshika Foundation. If he reqquested assistance |s not granted
by Koshika Foundation, In par of in full, then the Hospital reserves iCs right to make up the ﬂmﬂ

confirmatlon sssentially states that the Hospital will not avall any duplicate assistance far the patienticasa from any other NGO ar any othar source.
2) The assistance from Koshika Foundalion is only financial in nature: Tha choice of the treaiment/procedure advisodiconducted by the Hospital on the
patient, is based on the arrangemant betwesn the patient & the Hospital, and |s In no way influsnced by Koshika Foundation. Hencs, the Hospital will
assume sole & complete responsibility of the traatment & it's outcome & salely of the patient, and Koshika Foundation will have no role or responsibility
in the matier.
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