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1) By affising my slgnature or thamb impression an this Form, | (Applicant) heraby agree & aulhocse Koshika Foungation and iI's Trustees to
usalpublishipul-upiraproduce my name, address, phaolo & details of the “purpose”, for which such assistance is requested/granied, through any
medium, including bul not lmited to varbal, print, electranic, for soliciling donations for Kosghika Foundation sndior disseminating information sboul it's
aoilvitiesiachisvements. Sechuse of my photo & detalis can be made by Koshika Foundation befors or aller my treatment of fulfilmant of the “purpose”
for which assisiance |s being reguesied

2) | |Applicant) luriher agree thal any such use of my neme, addmess, photo & details of the “purpose”, for which such assistance (= requestedigranted,
wiill mot automaticaily entitle me for recetving or confinuing the sald assistance. The declsion for granting andior continuing the asststance will rest salaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba firal and acceptable to ma

1) 8 T T NS wEwE W S W) B www, § (wETE) e wnel # e s € oo “wifem ke ol aee i " = afenn w f e 40 T,
v, W ol o fawm oo wws F Wi = i v e, e, e et Tt B o iiiE s avefesd R TS Bl A s mem

# yaim W % fo s &1 9 v W faw S e 8 et @ owe e 8 f S il w1 s s #

7) A (wETw) v ww A wem € B g am wm, i sl femw W f o w apivdl @ wiids & 0@ T WEwE W e W w3 W o

“aifew” e awe =i W Fie 5T s spaEh wmg

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION
HETE W T W A W P

AGREEMENT by HOSPITAL (W= &M i)

By affining hereundar, signature of our Authonssd Signatory for recommending (his caseipatient for linancial assistance from Koshika Foundation, we
{Haspital] hereby atfirm & sccept fallowing

1) that we neither e presenty nor will in futurs avall of financial assistance fram snother NGO or any other Sourca, for the seme patient/case, as we arne
requesting to get from Keshika Foundation, to the estant that sch assistance k= grantied by Koshika Foundation, If the requested assislance is not granted
by Koshika Foundation, in part or in foll, then the Hospital reserves it's righl 1o make up the shortfall from another NGO or any other sourca. This
confirmation essentialty states that the Hospital will nol avail any duplicale assistance for the same petient/case from any other NGO or any other source.
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patient, is based on the srrengement batwesn the patient & the Haspital, and Is in no way influenced by Koshika Foundation, Hence, ths Hospital will
sasums sole & complete responsibiiity af the treatment & s outcome & safetly of the patient, snd Koshike Foundation will have no role or responsibility
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