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AGREEMENT by APPLICANT (smies 5 +717)

1} By affiing my signature or thumb impression on this Form, | (Applicant) hereby sgree & guthorise Koshika Foundation and #'s Trustess 1o
use/publish/put-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranted, inrough any
megium. including but not limited 1o verbal, print, elsctronic, for soliciting donations for Koshika Foundation andfor disseminaling information about it's
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AGREEMENT by HOSPITAL (werm B 0E)

By aflixing honoundor, signature of our Authorised Signatory for rocommending this casia/patient lor inancial pssistance from Koshika Foundation, we
{Hasnital) hereby affirm & accept following:

1) hat we neither are prasently nor will in luture avail of financial assisince from ancther NGO or any other source, for the sama patienticase, as we are
requesiing |o gat from Koshiks Foundation, Lo the extent that such assistance is granted by Koshika Foundation. if the requesiod assistance s not granted
by Kashika Foundation, in part ar in full, then the Hospital resorves it's right 1o make up 1ha ahortfall irom ancthar NGO or any other source. This
confirmation essentally states thal the Hospital will not avall any dupiicate assistance for the same patlent/case from any ether NGO or any ofher source.
2} Tha msistance from Koshika Foundation (s only finencial in nature. The choice of the treatimentprocedure advised/canductsd by the Hospital on the
patienl, i§ based on lhe arangement betwean the patiend & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospital will

agsumi solo & complete responslbifity of the treatment & i's outcome & salety of the patient, and Koshika Foundation will hove no role o riaaponaibility
in the mater.
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