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AGREEMENT by APPLICANT (smims g %t}

1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees lo
use/publishipui-up/reproduce my name, address, photo & detslls of the “purpose”, for which such assistance |s requestedigranted, Ihraugh any
maium, including bul net limited 1o verbal, print, slectronic, for soliciing donations for Koshika Foundation andior disseminating informalion aboul i's
aclivitiesiachievements. Such usa of my pholo & detsils can be made by Koshika Foundalion before of afier my ireaiment or fulfiirmant of tha "purpose”
lot which assisiance s being requested,

2 | {Appizant) lurther agres thal any such use of my name. address, pholo & detalls of the “purpese”, for which such assistance is requesied/granied,
will nail sstomatically entlie me for recelving of continuing the sald assistance. The decision for granting andior continuing the assistance will rest sclaly
with the Trustees of Koshika Foundation, and fheir decision is this regard will be final- and scceptable o me.
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AGREEMENT by HOSPITAL (¥ooms 5 %)

By sffixing hereunder, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Keshika Foundation, we
{Hospital) husraby affirm & accepl follawlng:

1) that we naither are presently not will in future avail of financial asststance from ancther NGO or any other source, for the sama patlantcase, as we are
requirsling lo get from Koshika Foundation, 1o the axtent thal such assistance ls granled by Koshika Foundation, Il the requesied assslagnoe s nol granied
by ashika Foundation, in pant or in full, then the Hospital reserves Ir's right o make up the shortfall from another NGO ar any other source. This
confirmation essentally states that the Hospital will not svail sny duplicate essistance for the same petient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of ihe trealment/procodure advisediconducied by the Hospital on the
patenl, is besed on the srrangement betwaen the patient & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospital wil
aesuma sole & comiglets responsibiiity of the treatment & ii's outcome & safety of the patlent, and Koshika Foundation will have no role or responsibility
i thay matar.
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