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1) By affixing my signature o thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o

usaipublish/put-upireproduce my name, address, photo & details of the "purpase”, for which such assistance s requested/granted, through any
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with the Trustess of Koshlka Foundation, and their decision is this regard will be final and scceptable to me.
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AGREEMENT by HOSPITAL (T 50 %)
By affixing hereunder, signature of our Autharised Signalory for recommending this case/palient for financial assistance from Koshika Foundation, wa
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1] thit we nelther are presenily nor will in fulwre svall of financlal assistance from enother NGO or any other source, for the same patient/case, 88 we 8/
requesting to get from Koshiks Fosndation, 1o the mdent that such assistance is granied by Koshika Foundation. If the requested assisiance s not granted
by Koshika Foundation, In part or In full, then the Hospital reserves It's right to make up the shortfall from anather NGO or any olhef scurce, This
confirmation essentially st=tes that the Hospital will not eveil eny duplicate assistance for the same petient/case from any other NGO or any othar source.
2) Tha assistance from Hoshika Foundafion is only financial In nature. The choice of the treatmentiprocedure advissdiconduciad by the Hospital on tha
patiant, is based on the arangsment betwesn the patlent & the Hospltal, and |s in no way Influenced by Koshika Foundation, Hence, the Hospital wil

gssume sole & complete responsibility of the treatmant & It's outcoma & safsty of the patient, and Koshika Foundation will have no rols or responsibility
in the matier
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