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1) By affixing my signature or thumb impression on this Form, | (Appicant) hereby agree & authorss Koshika Foundation and it's Trostees to
uso/publsshipul-up’reproduce my namo, address, photo & detalls of the “purposo”, for which such assisiance is requestodigranted, through any
medium, incleding bul nol imited to verkal, prinl, eleclronis, for solioiling donations far Koshika Foundaton and'os disseminating information about it's
acliviies/achievements. Such use of my photo & detsits can be made by Koshika Foundation befare or after my freatment or fulfilment of the "purpose”
for whict asgistarice s being requested.
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with the Trugtees of Koshika Foundation, and thair decision is this-regard will be final and accaptable to ma.

L) IR UTH WS SR A R wre e, A (sidme) v el o g won ) ud “aifen wrdeA sl e sl st st e § B A,
ua, s sl W fae g v o st #, 5 wfre o S, T, T T TR © e et ot avwer @ ferd fee ol waw e

T W T W T ST W N O TR R W W OWE W owe W i s i it

1) & (TR} T AW mesn R T B0 o, T, W A e W oawen ® sl o & 59 e e W TR W ) pn e

Ui wEn e el o Freln s ol s g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
ST T T W AE W R T ae

~_ b AGREEMENT by HOSPITAL (gwme! B #40)

By aflixing hereundar signature of uurﬁuwignatm for recommending this case/patient for finencial assistance from Koshika Foundation, we
(Haaniwly horely affirm & accept following:

1) that we nelther arg presantly nor will in futune avail of financial assistance from another NGO or any other source, for the same patisnticase, &s we are
requesting 1o gel rem Koshika Foundation, to the extent that such assistance is grented by Koshika Foundation, Il the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shartfall from ancther NGO or any othar source. This
confirmation essenfially stales that the Hospital will not avall any duplicete assistance for the same patienticese from any other NGO orany other source
2) Tha éssistance from Koshika Foundation is only financial in nature. The cholea of the reatmentiprocedure advisediconducted by the Hospital on the
patianl, 5 based on the arangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundstion, Hence, the Hospital will
assumy sole & complete respansibllity of the treatment & it's outcome & safety of the patient, and Koshika Foundatlon will have no role or responsibility

in the mattos.
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