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AGREEMENT by APPLICANT (ssiee o0 #01)

1) By affiong my signature or thumb impressson on this Form, | (Applicant) heceby agree & suthonse Koshika Foundation and 's Trustees o
use/publishiput-upireproduce my name, address, photo & detads of the “purpose”, for which such assistance is requestodigranied, through any
medum, including bul not lmited 10 verbal, prnl, electronic, for soliciing donations for Koshika Foundation andior dissominating informstion about i's
activises/schievements. Such use of my photo & detalls can be made by Koshika Foundation bolcee or after my treatment or fulfiiment of the “purpose”
for which assistance s being requestely.

2) 1 (Apphicant) further agree thal any such use of my name, address, pholo & detals of the “purpose”, for which such assistance is requestadigranted,
will not automatically entitie me for recelving or continuing (he sald assisiance. The decision for granling andior continuing the assistance will res! sclely
with the Trustees of Koshia Foundation, and thewr decision is this regard will be final and acceptable o me.
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(Hospital) heraby affirm & accept foliowing

1) thal we neither are presently nor will in future avail of fnancial assistance from another NGO or any ofher sowrce, for the same patient/case, as we are
roquesting 1o gel from Koshika Foundation, to the axiant thal such assistance is granted by Koshics Foundafion. If the requasted assistance is not granted
by Koshika Foundation, in part o i full, then the Hospital reserves it's fight to make up the shortfall from another NGO or any other source. This
confirmasion essentially stales thal the Hospital will not avall any dupiicale assistance for Ihe same patienticase from any other NGO or any other source.
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