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1) By affiing my signatuse or thumb impression on this Form, | {Appiicant) hereby agres & suthoree Koshiks Foundation and ii's Trustees o
usaipdblishiput.upiraproduce my name. address, phato & datails of the “purpase”, for which such sesistance s requested/granted, hrough any
medium, incliding bul not limited to verbal, print, electronic, for soliciling donations for Koshika Foundation andlor djsseminating information about (s
petivies/achisvemants. Such use of my phots & detnils can be mada by Koahike Foundation before or after my treatment of fulfilmant of the *purpose”
for which Assistance i being requesiod.

2} | (Apphicant) further agree that any such use of my name, address, photo & details of the *purposa”, for which such assistance is requested/granted,
will nol aulowaticaly entitle me lar recetving o continuing the said assistance. The decision for granting andior continuing the assistance will rest soicly
with the Trustees of Koshika Foundation, and thew decisian is this regard will pa fina! and acceptable to me

1) R W w wd weme W st W ww e, (s sevd wee o g won o o “ e et e seet st < w0 sfeg wo f feogo
v, v ale W P v owee o e £ o S e sl o, e gt sgiee O ol ofifd s vl @ Bl Sl o s se

# wnftn wed o fivs afewn & St s e At W oW A oW o e wifvom el v sl afeqn b

1) # (swies) W W § wess € g0 o, wn, v s fesor @ B owenne ® aptvd ® wide § 59 w: weew w oweRR oS W aaE |

b gifyn® 3w i 5 ke sfm o sl o
‘/P%'%/Pr

APPLICANT'S SIGHNATURE OR LEFT THUMB MPRESSION -
AGREEMENT by HOSPITAL (wewm §a W)
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By sifixing harsunder, ssgnature of our Autharised Signatory for recommending this casa’patien! fof financial assistance from Koshika Foundation, we
(Hosptial) herotiy affirm & acoopl following:

1) nal we nadifier are presently nor will In future avail of finenclal assistance from anothar NGO of any othar source, for the same pallent/case, &s we are
requisting ko gel from Koshika Foundabion, 1o the sdent thnt such assatance (4 granied by Koshika Foundation. If the requasted assisiance |9 nod granted
by Koshike Foundalion, in part or in full, then the Hospital resarves s ight to maka up [he shortfall from anather NGO or any other source. This
confirmation essentinlty stajes that the Hoapital will not avail any duplicate assistance for tho same pafienticase from any ofher NGO or any olhar source
2) The assisiance from Koshika Foundation i anly financial in nature. The cholte of the treatmentiprocedure advisediconducted by the Hespiltad on the
patinnt, s bassd on lhe arrangument betwosn the patient & the Hospital, and |s in no way influenced by Koshlka Foundation. Hence, the Hospltal will
pssume sole & complete responsibilly of the restment & s cutcoma & safely of the patient, snd Koshika Foundation will have no roie of respongibllity
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