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1) By affteng my signature or thumb impression on this Form, | (Applicant) hereby agree 8 authorise Koshika Foundation and 3 Trustees
use/pubiishiput-up/regroduce my naime, sddress, photo & dalalls of the “purpose”, lor which such assistance s requestedigranis. Itrough Eny
fedium, including bul not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating informaton sbout it
activities/schisvements, Such use of my pholo & detalls can be made by Koshika Foundation before or alter my traatmant or futfimant ol the "puspose’
for which ssslstance i being requasted.
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will ol mtamatically entltie me for recelving or continuing the sald assistance. The decision for granting and/or continuing the asalsiance widl rest solely
with the Tristess of Kozhiks Foundation, and their decision is this regard will be fingd and acceptable o me.

1) T T T = pen w S W w e, (sriew) s e R Yo wm d wi ceim vEim dh o i TS s e (S e
um, WA i W fren 58w o ifen 8, w6 Cuife g s, o, e gt agtve & o) e sin svferd @ B el O s e

1 vefy w0t # o wfiege #) 8 vee o feren 3t e o Wl e 3w o B e wdet w s s b

1) 4 () W o F e £ s T e, v, o o e A e e ¥ ol @ ol o v T oW orem oW S E AR A

“eifrmn " wE A ieE a fiu s e B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
amiee W yrEme W s w fem

AGREEMENT by HOSPITAL (¥esma gm %)

By atfixing hersunder, signature of our Authorised Signatory for recommending this casedpalient for financial assistance from Koshika Foundation, we
(Hespital) hareby afirm & sccepl following:

1) that we nelther are presenily nor will in future avail of financisl assistance from ancther NGO or any olher source, for the same patient/case, as we are
requesling 1o gol from Keshika Foundation, 1o the ailenl thal such assistance is grantod by Koshika Foundation. |f the requesied assistance is nol granted
by Koshika Foundatian, in part or in full, then the Hospltal reserves it's right Lo make up the shortall from another NGO or any other source. This
eonfirmation essantally states thal the Hospital will rot avail any duplicale assistance for the same patientcass from any other NGO or gny ofhar source
2) The assistance from Keshtka Foundation |s enly financial in nature. The cholce of the treatment/procedune advised/conducted by the Hospital on the
patient, is based on tha srengement betwaen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hoapital will
Bysume sole & complele responsibilty of the treatment & it's outcome & safaty of the patient, and Koshika Foundation will have no role or respunsbility
in the matier.
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