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1) By affixing my signature or humb impression on this Foim, | (Applicant) fereby agree & suthorisa Koshika Foundation and It's Trustees to
usalpublishiput-upfaproduce my nEme, sddress, photo & detals of the "purpose”, for which such asslstancs is requasted/granted, through any
medium, ingluding bul aot imited to verbal, print, alectronic, lar soliciting donations for Koshika Foundation andior diseaminating Information sbout il's
aetivitieslachisvemanis Such lze ol my phote & detafls can be made by Koshlka Foundation before or after my treaiment or futfilment of the *purpose”
for which assistancs 15 Deing requesisd

2y | (Applcant) furthar agree thal any such dse of my mame, stdress, photo & detalls of the "purpose”, for which such assistance Is raquestedigranted,
will net sutematically entille me Tor feceiving of confinuing the said assistance. The decision for granting andfor continuing the assistance will rest solaly
with fhe Trustees of Keshika Foundation, and their degision is thig regard will be final and accaptable o me

L) T peeet s s T e e, § (e sl wee w1 e we € of vt wr@dve ol e smid W s s o e A
oy, o she @ v v v @ Wi £, 7 Yt e A, e e g aps A ot ffelicd sie seford o ford e o o aree

B wwioy W % few sieE §1 o wT W faowe G e S TR WA § wel % e wife wE” a = s

1) & (smiew) ve W W T € fE g0 T, v, W sl firme o for wmna % agted © wida & g8 R weTem W R TR W v wee §

“wifman " T w e et Wl sk wered o

APFLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
T W T W S W T I‘.---

AGREEMENT by HOSPITAL (¥ £ W)
By affxing haveundsr, signatuie of our Authorsed Slgnatery for moommending this case/patient lor linancial sssistance from Koshika Foundation, we
[Haspitad) hereby sfirm & accept following:
1) thast wir meslther are prasuotly nor will in fulne gvall oF financial essistance from another NGO or any olher aource, for ths same patient/case, 85 we are
requesting 1o got from Koshika Foundation, i the axient that such assisiance is granted by Koshika Foundation. if the roequested asslstance is not granted
by Kashika Faundation, In part or in full, theh the Hospltal reserves (t's nght to make up the shortlall from anather NGO or pny other source, This
confirmation sssentially states thal the Hospital will not avail any duplicate sssistance for the same patient/case from any other NGO or any other source.
2) The assisiance from Koshika Foundatlon is only financial In nature, The choice of the ireatment/procedure advisediconducted by the Hospital on the
patiant, is based on the nrangement botween the patient & the Hospital, Bnd is in no way influenced by Koshika Foundation, Hence, the Haspital will

assume sala & complets responaibllity of tha treatment & s outcome & safety of the patient, and Koshika Foundation will have no role of respansibility
in tha matiar.
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