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1} By atlixing my signature or thumb Impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
usepublish/put-up/feproduce my nama, address, photo 8 details of the “purpose”, for which such assistance is requestod/granted, through any
madium, including bul nol limited o verbal, prini. efectronic, for soficiing donations for Koshika Foundation andior disseminating information abaut 1's
aclivilies'achlevemants. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the ‘purpose”
lot which assistance is being requestad.

211 Appicant) furinar agree thal any such use ol my name, address, pholo & details of (he “purpose”, for which such assistance is requestedigrantad,
will nol sutomalically entitle me for receiving or continuing the said assistance, The decksion for granting and/or continuing the assistance wil rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and sccaptable o me.
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AGREEMENT by HOSPITAL | w=ae B WIN)

By alfixing hercunder, signature of our Aulhonsed Signatary for recommending this case/patient for financial assistance from Koshika Foundaton, we
(Hospital) hereby affirm & accept following

1) that we melther are pressntly nor will In future avall of financial assistance from another NGO or any other source, for the same patient/case, as we are
requasting (o gef [rom Koshika Foundation, to the exient thal such assistanca is granted by Koshika Foundation. If the requested assislance |s nol granted
by Koshika Foundation, in part of in full, then the Hospital resarves Il's fght to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not ovall any duplicsle assistance for tha same patient/case from any olher NGO or nny other source,
2) The essistance from Koshika Foundation Is anly financial in nature. The choics of the treatment/procedure advised/conducted by the Hespital on the
patient, is based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, the Hospital will
assume sole & complete responsibility of the treatment & It's outcome & safely of the patient, and Koshika Foundation will have ro role or respongibility
in the matier.
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