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2) | solemnly confirm thal assistance. I recaived from Koshika Foundation, will be used anly for the "purpose”, 85 stated in thes Form. for which such assistince
was requested by me
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11 By affiing my signature or thumb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and I's Trunleds to
use/publishipul-upireproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requestedigranted, Twough any
medium, Including but not limited Lo verbal, print, elecironic, for soliciting donations for Koshika Foundation andior dissaminatiog nfarmation about it's
activitiesiachievernants. Such use of my photo & detaiis can be made by Koshiks Foundation before or after my treatment or kifliment of the “purpose”
Tor which sssistance is being requesied

2} | (Applicant) further agres thal any such use of my name, sddress. photo & detalls of the “purpose”, for which such assslance is requestadigranted,
will nol automatically entite me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistancs wiil rest solely
with the Trustees of Moshika Foundafion, and their declsion ks this regard will be final and acoeptable to me.
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AGREEMENT by HOSPITAL (wwme gm ®Im)
By affixing hereundsr, signature of our Authonsed Signatory for recommaending this case/palient for financial assistance from Keshika Foundation, we
(Hospltal) horeby afirm & accept following:
1) that we neither are presantly nos will in future avall of financial essistance from another NGO or any oiher source, for (he same patisntcage, a5 we are
requatting Lo gal from Koahika Foundation, to the extant thal such asslstance is granied by Koshilks Foundation, Il the requosted assistance m not granted
by Koshika Foundation, in part o in full, then the Hospiial reserves It's right to make up the sherfsll from snother NGO or any ather source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient'case from any olher NGO or any other source
2) The assigtance from Koshiks Foundation is only Bnancial in nalure. The choice of the reatmenlprocedure advised/conducted by the Hospital on the
patient, i based on the arangement between the patnt & the Hospital, and is In no way influenced by Koghika Foundation. Hance. the Hospital wil

assume sole & complele responsibility of the treatment & IU's outcome & safety of the patient, snd Koshika Foundation will have no role of reaponsibilty
in the matiar.
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