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AGREEMENT by APPLICANT (sdew oo wot)

1) By afixing my sgnature or thumb impeession on this Form, | (Applicant) horeby agree & authoriss Koshika Foundation and if's Trustoes o
wse/publishiput-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is reguesicd/granted, theough amy
medium, inchading bt not kmised (o verbal, prind, electronic, for sclciting donasons for Koshika Foundation andlor disseminating indormation about it's
scivities/achievements. Such use of my pholo & delails can be made by Koshika Foundatica bofore or aftor my treatmant or fulfilmont of the “purpose”
for which sssistance is baing roquesied

2) | (Applcant) further agees that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedigrantod,
wil nol aulomatically enbitie me for recelving or condinuing the sald assistance. The decision for granting andior confinuing the assistance wil rest solely
with the Trustees of Koshika Foundation, and thair decison Is this rogard witl be final and acceptable 10 me
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AGREEMENT by HOSPITAL (v=om pn %)

By alffiing heroundor. sgnaturs of cor Authorised Signalory for recommanding Ihis cass/pationt for finencial assistance from Koshika Foundation, we
(Maepital) hereby afem & accept folowing:

1) that wo neither are presontly nor will in future avall of financial assistance from another NGO or any other source, for the same pationl/case, as we are
requeslting 10 get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requested assistance Is not granted
by Koshika Foundation, in part o In &ll, then the Hospital reserves It's right 10 make up the shortfall from another NGO or any other saurce. This
confemstion essenlisly states that Ihe Haspital will not sval any duplicate assistance for the same patienticase from any other NGO or any othee scurce
2) Tha assistance from Koshis Foundation is only financial in nature. Tha cholce of the treatment/procadure advisadicanducied by the Hospltal on the
patiant, is based on the arangemeant between the palient & the Hoapital, and & in no way influenced by Koshika Foundation. Hence, the Hospital will
#ssume sole & complete responaibitty of the reatment & Ils culcome & safety of the patient, and Koahika Foundation will have na role or responsibily
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