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1) By alfislag my signalute or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and IT's Trusiees 1o
uss'publish/put-uplreproduce my namae, address, photo & dotails of the "purpose’, for which such assistance s requestedigranted. through any
radium, including bul et imited 1o verbal, prnt, sleciranic, for soliciting donations lor Koshika Foundation andfor disseminating information about it's
activities’achiovements. Such use of my phato & details can be made by Koshika Foundation before or after my tréatment or fullliment of the “purpose”
for which asssiance s being requesiad.

2) | {Apphicant) further agres that ary such use of my name, address, photo & doteils of the *purpose”, for which such assistance is

will not autbmatically anille ms for receiving or continulng the sald assistance. The mhgmwmmmumnmﬂum
with the Trusisss of Koshika Foundaton, and their decison is Bis regard will be finnel and ncceptablie 1o mo

1) Ve WA v @ s S e e, 3 (e et wmfa W gie e f W i e ol awe sandt % sfege s f s e,
s, wia oh = fewm mm vy o e §,  Cwifeet v sl o, e gut apive 3 g iRl s ool B Rl o v o

o vty wrd o fem sty & S vy P g o T w e R w8 fe s sl w s afeg

1) & (wwbew) v we @ wenn f fis o wm, et ol frwon of e wee  agid o wids § 98 e awen W peor W v e F

=wifyrn ™y Tk =i W fodn s o wewed dm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
AEE W TEW T SR ¥ fm

r

AGREEMENT by HOSPITAL (wreamt g Wid)

By affixing hereunder, signatira of our Authonsed Signatary for rgmmmqﬁdhg Ihis casedpabient lor financial assistance from Koshika Foundalion, we
(Hospital) hersby affirm & socep! followng,

1} thal we neithet are presently nor will in future aeall of financial assistance from ancther NGO or any other source, lor the same patient/case, as we ame
reguesting to get from Koshika Foundation, lo the exlanl that such assisiance is granted by Koshika Foundation. i the requested assisiance i not granted
by Koshika Foundation, m part or in full, then the Hospital resaerves It's rght to make up the shartfall from anocther NGO or any other source. This
confiimation essenlially states thal the Hospital will not svall eny duplicate sssistance for the same patienl/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The chaloe of the irnaimentiprocedurs advisediconduciad by the Hospital on the
pafeni, is based on the emangement between the patient & the Hospital, @nd is in no way influenced by Koshika Foundation. Hence, tha Hospital will
assume solo & complete msponsibility of the reatmeni & I1's outcome & salety of fhe palient, and Koshika Foundation will have ne role o responsibility
in the matier.
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