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AGREEMENT by APPLICANT ( Em 6rr{)

l) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees lo

use/publish/put-uprcproduce my name, address, photo & delails of the 'purpose', for which such assislance is rcquested/granted, through any

medium, including but nol limited lo verbal. print, electronic, for solaciting donations lor Koshika Foundation and/or disseminating information about it's

activilies/achievements. Such us€ of my pholo & details can be made by Koshika Foundation before or afler my heatment or fulfilmenl of the 'purpose'

lor which asslslancc is being requesled.

2) I (Applrcant) further agree that any such use of my name, address. photo & details of the 'purpose", for which such assistance is rgquesled/g.anted,

wrll not automatically enutle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will resl solely
wrth the Truslees of Koshika Foundalion, and lheir dgcision is this regard will be linal and acceptable to me.
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AGREEMENT by HOSPITAL (TgnTe am Tm)

By atlixing hereunder, signaturo of our Authorised Signatory for recommending this case/patient Ior llnancial assistance from Koshika Foundalion, we
(Hospital) hereby aflrrm E accept tollowing
1) lhat we neither are presenlly nor will in fulure avail of llnancial assistanc€ frcm another NGO or any olher source, for the samo palienucase. as w€ are
requesting to gel (rom Koshika Foundation, to the extent that such assistance is grantod by Koshika Foundation. lf the ,equested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up lh€ shortfall lrom another NGO or any other source. This
confirmation essentially states thal the Hospilal will not avail any duplicate assistance for the samg patient/case from any other NGO o. any other sou.ce.
2) The assistance lrom Koshika Foundalion is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, js based on the arGngqmenl belween the patient & the Hospital, and is in no way influgnced by Koshika Foundation. Hencg, the Hospital $/ill

assume sole E complete responsibility of the treatment & it's outclme & satety ot the patient, and Koshikg Foundation will have no role or responsibility

in the matler
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