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2} | solemnly confirm that sssistance, i recelved from Koshika Foundation, will be used only for e “purpose”, ss stmted |n this Form, for which such sssistance
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AGREEMENT by APPLICANT ( s 1 #1)

1) By affixing my shigralure or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshika Foundation end iU's Trustees o
wee/publishipul-upireproduce my name, address, photo & details of the “purposa”, lor which such assistance is requasted/granted, through any
mardium, including but not limited to verbal, print, slectronic, for soliciting dorations for Koshika Foundation and/or disseminating information about it's
activitiesfachievements. Such use ol my pholo & detalls can be made by Koshika Foundation bafore or after my treatment of fulliment of the “purpose”
e which assisiance is being requested,

2) | [Apphcant) further agree that any such use of my name, address, phato & details of the *purpose”, for which such sasistance s requesiedigraning,
will nal sutomatically entille me for receiving o continuing the sald azsistance. The decisian for granting andier continuing the assistance will rest solaly
wilh the Truslees of Koshika Foundation, and their decision is this regand will be final and pcceplable o me.
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AGREEMENT by HOSPITAL (rewm g wam)
By afixing hessunder, signalure of our Authorsed Signadary for recommaending Lhis case/patient for financial aswstance from Koshiks Foundation, we
(Hospital) herety &firm & accep! following:
1) thal wa rvslther are presently noe will in future avall of financlal mesistance from enolher NGO of any othar source, lof (he same pallent/case, os we ae
resquesting to gel lrom Koshika Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Konhika Foundation, in pan or in full, then the Hospital ieserves [U's right to make up the shortfall from anather NGO of any other source. This
confirmaton assentially states that the Hospital will not avail any duplicats essistance for the same patient/casa from any other NGO or any other source.
2) The ssaintance from Koshika Foundation is only financial in nature. The cholce of the trestment/procedurs advised/conducied by Ihe Hospital on the
patent. is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
pssume soio & complele responsibiity of the treatmant & I's oulcome & safety of the patient ohd Koshike Foundation will have no role of respormibility
in the matler
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