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21 | solemnly sanfirm (hat assistonce, ¥ recedved from Koshika Foundaton, will be used only for the "purpose”, as stated In this Farm, for which such assistance
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AGREEMENT by APPLICANT (siawe g #11)

1] By affixing my signature or (humb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and It's Trusiees o
wselpublEhiput-upeproduce my nama, address. pholo & detsils of the “purpase”, for which such assistance |s requested/granted, through any
medium, inchuding but not imited to verbal, prinl, slectronlc, for soliciling donations for Koshika Foundation andior disseminating information about [i's
aclivitiesiachisvaments. Such use of my photo & defaifs can bo made by Koshika Foundation before or aftar my treatmaent of fulflimant of tha “purposs”
for which assistance s being requested.
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will nol aulomatically entitle me for receiving or conlinuing the seid assistance. The decision for granting and/or conlinuing the assistance will rest soisly
with the Trustees of Koshika Foundation, and thelr decision Is this regard will be final and acceptable 1o me

1) ¥ VS W WY T W S W W e, § (s s e e g s f o vt e sin e sl s sfegs wo § fe oS
wm, W el f wowe d s §, 99 st w6, e g et A o ofidafe] st set # f fedl o e e

# waiftn wed % o s &1 St o W e St e F e w oW d Wt W fe Cwifee et w = afiogn &

1) A (S oW W A {0 am, o, 5 i feon S fs e ® sgivd @ witts # 99 we: wonm W wee o wwen e wsy

“wifew” wEy Tw i w1 feie st sl e

APPLICANT'S SIGNATURE DR LEFT THUMB IMPRESSION : o _
HrTE W e oA W e e T

AGREEMENT by HOSPITAL (s g %)

By affiing hereundar, signalure of our Authorised Signatory lor recommending Ihis case’patient for financial assistance from Koshika Foundation, we
(Hospital) haraby affirm & accept fallowing;

1) that wa nethar are prasenily nar will in future avall of financial essistanca from another NGO ar any ather source, lof the same patient’cass, s we ane
requasting to gat from Koshika Foundation, 1o the sxtent that such assistance is granted by Koshika Foundation, If the requesied assietance |s nol graniod
by Hoshlka Faundation, in part or in full, then the Hosplial reserves it's right to make up the shartfall from anather NGO or any othsr sourcs. This
confirmation essentially states that the Hospital will not #vsil any duplicals assisiance for the same patient/case from any other NGO or any othar source.
2} The sssistance from Keshika Foundation ks anly financeal (n nalure. The cholce of the reatment/procedure advissd/conducted by the Hospital on the
patient, is besed on the amangemen! betwesn the patient & the Hospital, and & in no way influsnced by Koshika Foundation. Henoe, the Hosgpital will
assumae sole & complots resporsibility of the reatment & IU's outcoma & safely of the patient, end Koshike Foundation will haie no role o responsibility
i the matker
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