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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundstion and It's Trusiees 1o
usaipublish/put-tpireproduce my name, address, pholo & detalls of the "purpase”, for which such assistance s requested/grantod, through any
medium, including bul nol limited to verbal, prnt. electronic, for soliciting donations for Koshika Foundation andior disseminating information about it's
activitien/achievemants. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the ‘purpose”
for which assistance is boing requested
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AGREEMENT by HOSPITAL (wemme g &)
By aflixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:;
1) that wa nefther are presently nor will in futlire avall of financial assistance from another NGO or any other source, for the same patient/case, 85 we are
requesting lo ge! from Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part ar in full, then the Hospital reserves IU's night 1o make up the shartfall from anothar NGO or any other sourca, This
confirmation essenlially states thot the Hospital will nol avall sny duplicate assistance for the same patient/cass from any ather NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedurs advised/conductad by the Hospital on the
patient, 5 based on the arangement between the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Herice, the Hospital wil
assume sole & complele responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or respansehility
in the matior.
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