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1) By affixing my sigralure or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees to
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medium, Including but net limited 1o verbal, print, slsctronic, for soliciling donations for Koshika Foundation andior disseminating information sbout it's
activitles/achisvements. Such use of my photo & details can be made by Koshika Foundation before or after my treatmaent or fulfilment of the “purpose’”
for which assistance is being requested.
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By affixing hareunder, signature of our Authonsed Signatory for recommanding this case/patient for financial assistance fram Koshika Foundation, we
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1] thmt e resftfeer @ee prassantly nor will in futue avail of fnanceal assistance from another NGO or any other source, for the same patient/case, ns we &re
requesiing to gel from Keshika Foundation, to the exiant thal such assistance is granted by Koshika Foundation, I the requested assistance s nol granted
by Koshika Foundastion, in pan or in full, then the Hospital reserves i's nght to make up the shartisll from ancther NGO or any other source. This:
confirmation sssenkally stales that the Hospital will not avall any duplicate assistance for the same patlenifcase from any other NGD or any ciher sourcs.
2} The assistance from Koshika Foundabon s only financzal in natwra, The choslce of the reatmentiprocedure advisediconducted by the Hospital on the
patient, s based on the arrangament betwean the patient & the Hospltal, and is in no way infiusnced by Koshika Foundation. Hance, the Hospital wil
assume solg & comglete responsibiity of the treatman & s outcome & satety of the patient, end Koshika Foundation will have no rale or responsillty
in the matter,
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