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1) By affixing my signature or thumb Impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and II's Trustees lo
use/publish/put-up/reproduce my name, address, pholo & detaits of the “purpose”, for which such assistance is requested/gramed, through any
msdium, including but not lemited to verbal, print, stectronle, for soliciing donations for Koshika Foundation andfor disseminaling Infarmation about it's
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11 thiat we neither ara presently nos will in future avall of inancial assistance from another NGO or any other source, for the same palient/case, as we are
reqlesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshiks Foundation, If the requested assistance is nol granied
by Koshlka Foundation, in part or ln full, then the Hospltal reserves [Us Aght to make wp the shortfall from another NGO or any other sourca. This
confirmation essentinlly stales that the Hospital will not avail any duplicate assistance for the same pafisnticasse from any other NGO or any othar sourca.
2} The assigtance from Kozhika Foundation is only financial In natura. The cholca of the treatment/procedure advisediconducted by the Hospllal on tha
palienl, is based on the sfrangemant betwean the patkent & the Hospital, and Is In na way inlusnced by Koshika Foundation. Hance, the Hospital will

assume sole & complete responsibility of the trestment & it's culcome & satety of the patlent, and Koshika Foundation will have no role or responsibiiity
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