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2) | sotemnty confirm that assislance, if recelved from Woshika Foundation, will ba used only for the “purpose’. &s stated in this Form, lor which such

was requesied by me,
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1) By affixing my signature or thumb impression o this Farm, | {Applicant) hereby agree & authorise Koshika Foundation and I's Truslees lo

usa/publishiput-up/reproduce my name, address, photo & details of the “purpose”, lor which such assistance is requested/granted, through any

medium, Including but not limited to verbal, prinl, electronic, for soliciling donalions fior Koshika Foundation and/or disseminating Information abaut it's

sctivitiesiachievements. Such use.of my pholo & details can be made by Koshiks Foundation belore o after my treatment or fulfiimenil of the “purpose”

for which assislance is being requestad
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with tha Trustess of Koshiks Foundstion, and (heir decision is this regerd will be final and acceplabla to ma.
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AGREEMENT by HOSPITAL (e 0 %70)

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) nereby affirm & accept following.

.| 1) that we neither are prasentty nor will in future avall of financial assistance from another NGO or any olher source, for the same palient'cage, as we are
requesting 1o get from Koshika Foundation, to the xtent fhat such assistance i granted by Koshika Foundation, If the requested assistance s nol granted
by Koshika Foundation, in part or in full, then the Hospital ressrves |U's right to make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not aveil any duplicate assistance for 1he same patienlicasa from any olher NGO or any other source,
2) The assistance from Koshika Foundation is only financial in nature, The choice of the reatment/procedurs advisadiconducted by the Hospital on the
potient, Is based on the arangement betwaen the pallant & tha Hospital, and is in no way influenced by Koshika Foundation. Hence, he Hospital Wil
assume sole & compieta responsibility of the treatment & it's cutcome & safety of the patien!. and Kashika Foundation will rave no role or responsebility

in the matler.
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