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AGREEMENT by APPLICANT (sine ma wot)

1) By affixing my signature or thumb Impeassion on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and It's Trustees to
usalpublishipul-upireproducs my name, sddress, photo & details of the “purpose”, for which such essisiance is requesied/granted, Mrough any
meditim, incuding but not limited o verbal, prnt, slectronie, for solciting donations for Koshika Foundation and/or dissemingling information about it's
aciiviiesfactievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmant or fuifiiment of the “purpose”
lor which assistance is belng roquosiod.
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will not sutomatically entitle me for recelving or continuing the sald essistance. The decision for granting and/or continuing the assistance will rest sololy
with the Trustess of Koshika Foundatlon, and thelr deciskon & this regard will be final snd acceplable 1o me.
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AGREEMENT by HOSPITAL (wsoms TR W01)

By affixing hereunder, of our Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation, we
(Hospltal) hereby afflrm & secepl following:

1) that we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patlenlicase, as we are
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by Koshika Foundation, in part of in full, then the Hospial reserves it's right to make up the shortiall from ancther NGO or any other source. This
conflimmation essentially states thal the Hospital wil not avall any duplicate assistance for the sama patienticase from any other NGO or any ofher source.
2) Tho assistance from Koshika Foundation s only financial in nature, The choice of the reatmentprocedure advised/conducted by the Hospilal on the
patlent, s based on the arrngement between the patient & the Hospital, and I8 in no way influnnced by Koshikn Foundation. Hence, the Hospital will
essume sole & complete responsibiiity of the ireatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
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