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2) 1 solomnly confirm that sesistancs. If recalved from Koshia Foundstian, will be used only for the *purpose”, an stated in this Form, for which such assistance
was raquestad by me
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1) By aftuwng my signature or fumbd impression on this Form, | (Appiicant) hereby sgroe & suthoriss Koshika Foundation and It Truslees 1o
use/publishiput-upreproduce my name, address, pholo & details of the “purposa”, for which such assistance in requestedigranted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Kashika Foundalion and/or disseminating Informaton about It's
adtivitlesdnchievements. Such use of my photo & datails can be made by Koshika Foundation before or after my treatmant or fulfliment of the “purposs”
for which assistance is being requested,
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will nol automatically entite me for rectiving of continling the said assistance. The decision for granting snd/or continuing the assistance wil rest solaly
with tha Trustees of Koshika Foundation. and thelr detision |s this regard will be finel and acceptable 1o me.
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AGREEMENT by HOSPITAL (waqme gm won)

By sffining hereunded, signaiue of cur Authorissd Signalery for recammaending this casalpatient for inancial essistance from Koshika Foundation, we
(Hospital) hereby afirm & accept following: )

1} that we neither are presenity nor will in future avall of financial assistance from anotber NGO or any other source, for the same patisnticess, os we are
requesting 1o gel from Koshika Foundation, to tho exieni ihal such sssistance is granted by Koshika Foundation, if the requesisd sesistance is not grantad
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right to make up the shortfall from anather NGO or any other source. This
confirmition essentially siates thai the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or sny other source.
2} Tha assistance from Kashika Foundation Is anly financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, is bissad on the smangement babween the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
nssume sole & complate repponnibility of the teatment & 's outcoma & salety of the patient, and Kashika Foundation will have no role or responsibility
in the matter,
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