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1) By affixing my sigrature or thumb impeession on this Form, | (Applicant) hareby ogres & authorise Koshika Foundation and 1's Trosisss o
use/publishipul-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requestedigranted, tnrough any
madium, including but not limited to verbal, print, sisctronic, for soliciting donations for Koshika Feundatlion andior disseminating knformation about If's
activities/achiovements, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmant or lulliiment of te “purposs”
for which assistance ks being requesied,

2) 1 (Applicant) luriher agres that any such use of my name, address, pholo & detalls of the "purpose”, for which such assistance (s requesiedigrantad,
wili not eutomelically enfitle me for recaiving or continuing the said assistance. The decision for granting andior continuing the ssaistance will rest solsly
with the: Trustees of Hoshlka Feundation, and thair declsion fs this regard will be final and scceptable 1o me.
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AGREEMENT by HOSPITAL (78 & %)

By affixing heraunder, gignature of our Authorised Signatory for recommaending this case/pationt for financial assistance from Koshika Foundation, we
{Hospital) harelry affrm & accept following:

1] thal we reither sre presenlly nor will in fulure @vall of financizl assistancs from anathar NGO or any other source, lor the sama patisnl/cass, B8 we e
raquisting to get lrom Kashika Foundation, to the exdent that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshila Foundation, In part or In full, then the Hospltal reserves It's right to make up the shorfsll from snather NGO or any other sourcs. This
confirmation essentially states thal the Hospital will nol avall eny dup essisiance for the same patlent/case from any othar NGO or any ather sourcs.
2) The esaistance from Koshika Foundstion Is only financial in nture. The chiios of the treatmentiprocedurs advisodiconducted by the Hospital an the
patlent, s based on the amangement tefween Lhe patlent & the Hospital, and |s in no wey influsnced by Koshika Foundation. Hence, the Hospital will
agsums sola & complote responsibliity of the treafment & I's oulcoms & safety of the patient, and Koshika Foundatlon will have no role or responsibllity
in tha matiar.
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